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Freedom of Medical Practice in Louisiana

• The president-elect of the LSMS has a message for all Louisiana

doctors in connection with the dangers ahead in the freedom of

medical practice. He stresses that the time is now, that you must

become informed, involved and seek out responsible, meaningful

solutions to your problems.

F. MICHAEL SMITH, JR., MD
Thibodaux

J
AM happy to be with you at the in-

vitation of your president, Dr. Carl-

ton Carpenter. Having been fairly busy of

late as a speaker, I find this opportunity

especially gratifying, in that I can en-

vision greater productivity from this as-

sembly than from almost any other I

have addressed.

I was recently asked to explain the

so-called rising cost of health care on

a radio talk show, to comment upon
PSRO before Blue Cross personnel and
to detail the efforts of my own parish

medical society toward reducing phy-

sician apathy for the enlightenment (pos-

sibly) of the just finished AAPS con-

vention in New Orleans.

Of all these, I am most desirous that

my present remarks will be those best

received by the listeners, since this group
must be recognized as that most able

to act for the continuing good and free-

dom of medical practice and health

care in Louisiana. To me, this is the

most worthy cause to which any of us

can contribute.

Presented before the East Baton Rouge Parish

Medical Society on November 12, 1974.

Dr. Smith is president-elect of the Louisiana

State Medical Society.

Being constantly confronted and af-

fronted with allegations of the rising

cost of health care, I am happy to report

what many of you already know. We
would do ourselves and our profession a

great service if we made greater effort

to let others know these two facts of the

matter

:

First, that the cost of health care in

the case of physicians’ fees is not rising

at all; in fact, it is falling. Second,

health care today is, in most instances,

entirely too cheap
;

it is not expensive

enough. For the public good medical

care must be made more expensive.

Cost, expressed in terms of our dol-

lars, is a frantically fluctuating thing, in

view of the performance of those dol-

lars during our lifetimes. During my
non-recent childhood, it required about
one gold dollar for my father to buy
me the necessary items to begin school

in the fall. If I owned that same gold

dollar today, I could outfit every child

in the class. This is due to the practice

of government in adding more water to

the soup. You get more soup, but it is

of lesser quality.

Rather than express a cost with a

number of dollars, it is far more accu-
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rate to regard it in terms of the amount
of sweat of the brow required to earn

enough dollars to pay that cost. In this

respect, cost of health care easily stands

comparison. A skilled worker, earning

union wage, can today obtain the price

of an appendectomy in less than one

half the number of hours of work that

he put in 25 years ago. For him, the

price of such services has been cut in

half, or even a little less. Similar com-

parisons are the rule, throughout the

entire range of physicians fees, and pre-

sent a more valid evaluation of costs

than most of our tormentors care to

make before the public.

It is a fact, however, that in some
areas costs are higher than they need
be. Many hospital bills have been in-

curred by patients due to the restric-

tions of their Blue Cross policies
;
these

patients could have been treated just as

effectively in a physician’s office. And
Blue Cross insures a very substantial

percentage of the people in this country
for hospital costs.

Many other dollars are charged off

to the health care account, even though
they never find their way to the pockets

of providers of services. The law allows

a man to buy all the medical insurance

policies he likes, and to collect on all of

them when he incurs expenses. If you
have sufficient coverage, it is possible to

make a good living being sick, to stretch

the point a little. At any rate, it is pos-

sible to show a profit on an illness or

a hospitalization. This is a glaring de-

fect in the law. If fire insurance were
no more regulated than that, the coun-
try would go up in flames. A fire insur-

ance adjuster once reported that a par-

ticular fire had been caused by friction,

due to the application of a $30 thousand
policy to a $20 thousand house.

Present-day law has closed that loop-

hole. In the case of fire insurance, you
may never collect the full amount. But
there is no such regulation on medical
insurance. And yet, all payments in set-

tlement of claims on medical insurance

are regarded as a part of the cost of

health care.

In regard to my second claim, med-
ical care becomes too cheap when the

receiver of the care is not the same man
that is paying for it; and this is becom-
ing more and more the case in America
When any man is allowed to see a doc-

tor, or enter a hospital, at absolutely no
cost to him, then he loses his regard for

the value of these privileges, and hence
abuses them, pushing ever-upward the

total cost for the nation. Were that man
required to pay some portion of the cost,

even a percentage that reflects his eco-

nomic status, he would again recognize

that these services have value, and
would use them wisely. And the cost,

to those who carry the load, would ap-

preciably diminish. Thus what is need-

ed is to make medical care more expen-
sive. It is too cheap in the eyes of too

many.

Health care, then, is getting cheaper,

and the costs therefore could be further

lessened by the application of certain

most reasonable restraints. But, like

everything else around us, the cost in

dollars will continue to increase, so long

as Washington persists in adding water
to the soup.

Government, prodded by social plan-

ners in recent years, has chosen to ig-

nore these simple truths, and has em-

barked upon some quite ludicrous pro-

grams aimed at reduction of cost of

health care for the voters of our nation.

And the trick here, as any politician can

tell you, is to hit the taxpayer squarely

without getting any on the voter. Their

first maneuver followed the decision

that there were too many dollars chas-

ing too few services, and thus it was
necessary to restrict capital for expan-

sion in the field of health care. Area
health planning was their remedy, and
at first it was voluntary. But in spite of

the millions poured into the program, it

was a failure, due to the political na-
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ture of the American system. Political

clout in any given area insures that any

cut in facilities must occur somewhere
else.

Rather than abandon a bad idea,

they reasoned that more money and
more rules might make it work, so area

health planning became compulsory,

through the “certificate of need”. More
millions disappeared down the same rat

hole, as the “certificate” system fell

prey to the same factors that had
doomed the voluntary planning.

Back to the drawing board, which

they must have flipped over, because

their entire approach was reversed. In-

stead of inhibiting growth, they rea-

soned additional services were needed

to soak up all the excess dollars, and
they wound up having to bail out

through a loophole they cut themselves.

A manpower health crisis was invented

and announced to the nation: Not
enough doctors. That was easily reme-

died. Start a program of accelerated ed-

ucation; turn out doctors in three years;

develop paramedics, as the Russians had
done. Let us recognize that it will be

some years yet before the full impact
of that folly is realized. Since the de-

mand, by the public, for health care

is completely inexhaustible, it is impos-

sible that the supply, even for needed
services, much less unneeded services,

can ever keep pace.

Note that even after they change their

minds about the proper way to reach
their objectives, they don’t give up on
anything they have ever tried. All these

programs, with each added bureaucracy,

even those of opposing objectives, are

still being funded from Washington, and
they continue to approach the task from
all points of the compass.

Almost unbelievably, the planners took

yet another step in their circular path.

Instead of a manpower crisis, they told

us, the real culprit in the system was
something called maldistribution. They
suddenly discovered all the doctors were

gathered in bunches, leaving some geo-

graphical areas unattended. They have

not yet decided to do any busing, but I

continue to check the paper every morn-
ing.

Anyway, Senator Kennedy prepared

a little map to prove that maldistribu-

tion was a fact. For some time he ex-

hibited this to many audiences, with 52

counties shown in green, where there

were no doctors. Investigation soon

cleared this up. In the areas where

there were no doctors, there were also

no people, ie, Dakota Badlands, Okefe-

nokee Swamp and the Rocky Mountains.

Ghettos, of course, would have made a

better illustration for him. Certainly

there were some shortages. Nobody
wanted to practice in the ghetto, but

Kennedy berated us for avoiding the

green patches on his map. His plan now
is to stock the ghettos with doctors

through the mechanism of sending new
graduates there for an assigned term of

service — graduates who had been sub-

sidized in medical school by federal

monies.

This brings us, now, to the latest in

Washington’s procession of dismal fail-

ures: PSRO. It is also going to fail, and

for a number of reasons. The usual ar-

gument is that the cost of administration

of such a program will be greatly in ex-

cess of any possible savings, and this is

100 percent true, but there is more. As
a point of fact, two years ago I spent

three days in Utah, on commission of

the LSMS, to study the UPRO program
and report. The founder-president, Dr.

Alan Nelson, told me that the cost for

review, per case, was in the range of

$3 to $5, with a few other add ons. Af-

ter examining the figures of his opera-

tion, it became apparent to me that

there was no way. I calculated a per-

case cost of $12, and from there I ex-

trapolated an annual national cost of

$1.17 billion to do PSRO. I gave a copy

of these calculations to your officers

that they can check this out. I recently
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heard from Dr. John Johnstone, Jr. of

Kirkwood, Missouri, who told of meet-

ing with Mr. David Buchanan, the Ex-

ecutive Director of UPRO, which is ac-

tually the PSRO pilot program, awarded
to the home state of Senator Wallace
Bennett. Mr. Buchanan disclosed that

the current billing rate for review of

cases is $16! This proved my estimate

to be 33 1/3 percent too low, and the

annual cost now looks more like $1.56

billion.

This, in itself, would insure the failure

of PSRO as a cost control mechanism,
but experience assures us that it would
not move the federal government to give

up on it.

There is a more basic assurance of

failure for the program. The quickest

route to business failure in any endeav-

or, from the corner store to General

Motors, is to reduce income in the face

of fixed operating cost. When income
is less than outlay, then bankruptcy can-

not be far away. And let’s face it, isn’t

reduced hospital income the goal of

PSRO?
Just suppose that we, the doctors of

Louisiana, pitch in to accomplish the

goals of PSRO. Through careful atten-

tion we cut admissions, reduce length

of stay, write fewer orders for the an-

cillary services, and in general trim to

the bone utilization of the services of

the hospitals in this state. We would
earn for ourselves the applause of the

bureaucrats and some members of Con-
gress, including our own Senator Russell

Long. “Great work,” they would say to

us. “We knew you could do it if you
tried.” And the cost to the government
for their various programs of medical
assistance would be less, if you ignored
the cost of doing PSRO, which we can’t

of course.

But what about the hospitals ? What
would less utilization and less federal
money mean to them? With their fixed

costs, salaries, utilities, equipment and
capital expansion, they would soon ex-

perience business failure. Unless, that is,

they turned to other sources to supple-

ment the gaps created by the cuts in

payments from government. What other

sources are available to those hospitals ?

Only one — the paying patient. He
must bear higher unit costs of care, so

that the necessary level of income for

the institution might be maintained.

Higher unit cost would immediately
bring increases in the premiums charged
for private contracts of health insurance.

At the same time, higher costs of

rooms and services would cut into the

number of citizens who are able to pay
their own way in health care expenses.

Some who can today afford to pay for

hospitalization would suddenly be un-

able to pay, and their names would soon

be added to the welfare rolls.

And thus the PSRO fiasco would find

itself back on square 1.

For this reason, I feel strongly that

we have a moral and ethical obligation

to point this out to our good senator and
to our friends in the AMA. This is why
the physicians of Louisiana have opted

for noninvolvement with an ill-designed

scheme called PSRO, that will result in

more inflation.

It is at this point that a liberal an-

tagonist always stands ready to chal-

lenge us for some constructive alterna-

tives. Fair enough. How about just four.

1. Let’s call upon Senator Long to

get behind the movement to repeal

PSRO, and put a halt to this monster
he helped create, before it results in

economic havoc in the health care sys-

tem.

2. Let us also call upon the entire

Congress to get the federal government
out of the medical marketplace, except

to provide for the bona fide indigent of

our nation.

3. A number of helpful measures are

available to the Blue Cross policymak-
ers. They could restructure their plans

in such a manner as to remove the eco-

nomic incentive that drives patients into

4 J. Louisiana State M. Soc.
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the hospitals for the same care that

could be rendered in physicians’ offices,

at less cost. This should be a voluntary

move on their parts, since I abhor com-

pulsion. Further, they should also cease

and desist in their practice of invading

the confidentiality of their clients’ med-
ical records. They should turn to our

profession for those few items of infor-

mation necessary to do claims review

work.

Now another step indicated on the

part of the insurance industry, concerns

its attitude toward certain economic

controls that are a part of the Medicare-

Medicaid Law. The law, as written, pro-

vided that there would be front-end de-

ductibles and provisions for co-insurance

on the part of the recipients of this aid.

The requirement that a patient pay
something out of his pocket toward his

own medical care lent some assurance

that over-utilization would be kept un-

der some measure of control.

The insurance companies, on the other

hand, regarded this part of the law as

an opportunity to market yet another

plan in the health insurance field. They
designed and sold policies tailored to

cover these deductibles and co-insurance

features; they thus removed the controls

and defeated the intent of the Congress.

Therefore, let’s put the bee on them
to recall all such plans as the 65 Medi-
care Blue Cross supplement policies in

Louisiana, to again provide a meaning-
ful disincentive to over-utilization in the

Medicare program.

This would be a far more effective

control than any that physicians could

accomplish in committee work. We can’t

be expected to control the uncontrollable,

rendered that way for the profit of in-

surance companies.

4. We can also turn to the entire

health insurance industry and call upon
them to restructure all plans to the exact

pattern of fire insurance, so that never

again will we be faced with over-utiliza-

tion as a problem in this nation.

True, this might adversely affect the

profit picture of the health insurance

industry, but we grow weary and vexed

by the pious accusations from third party

payers, wishing to protect their eco-

nomic interests, of widespread physician

fraud. I submit that we have too long

borne this abuse, and the time is now
for government and the insurance indus-

try to put their houses in order and ac-

cept the responsibility for their roles of

failure. These things must come eventu-

ally, and they would serve themselves

and the public well to do it voluntarily.

There is a Turkish proverb that states:

He that speaks the truth must have one

foot in the stirrup.

Nonetheless, PSRO is here, and the

JCAH comes “a-tapping at the cham-
ber door.” There are some rather omi-

nous dangers this portends, and I offer

a workable and legal counteraction

available to us right now. I would re-

quest a specific service from your East

Baton Rouge Medical Society. I hope to

meet later with your president and a

few others to detail this.

PSRO —has created a whole new ball

game. The key to it is the “S,” which
means “standard”. Let’s not be taken

in by any semantics. It also broadly

means, norms, criteria, profile patterns

and several other clever catchwords.

That we might better understand this

new game, let’s refer first to the Napo-
leonic Code of Louisiana. When a hus-

band or wife dies, the ownership of

property passes directly to the children,

but the usufruct remains with the re-

maining spouse. What, then, are the

norms and standards for determining

the dollar value of this usufruct for tax

purposes? The law recognizes as the

standard, the insurance industry’s actu-

arial tables of life expectancy for pur-

poses of annuity insurance. Therefore,

the life expectancy of the surviving

spouse is calculated from these tables

for taxation.

Incidentally, Teddy Roosevelt once
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said, “The only dependable fortune-

teller I have known is the life insurance

man. He tells you what is going to hap-

pen, and it does.”

Another example of norms is to be

found in the auto insurance industry.

When your five-year-old automobile is

damaged beyond repair, and is declared

a total loss, its value claim adjustment
is taken from the industry’s Blue Book,

and the condition of the vehicle, prior

to the wreck that destroyed it, is given

no consideration.

Mark you well — in PSRO, or if we
are stupid enough to accept the JCAH/
TAP program, the criteria we establish

will become the yardsticks of quality—
the Blue Books, if you will — the actu-

arial tables for how we ought to prac-

tice medicine.

Prior to this year, the sole function

of the JCAH was to certify hospitals.

They were not charged with the assess-

ment of physician performance, per se,

within a hospital. The Joint Commission
was once an independent instrumental-

ity of medicine, as a cog in the wheel
of intra-professional quality control. In

1970, when the JCAH applied for, and
accepted federal grants as a funding
mechanism from the HEW Office of

Professional Standards Review, it be-

came an instrument of government.
Need I point out that what government
subsidizes, it also controls?

Let us recognize TAP for just what it

is — another entry in the PSRO Sweep-
stakes. Medical audits and their criteria

are the standards. The fact that the

government may accept a TAP program
in lieu of a PSRO makes clear that the
two are the same.

What will happen now is that the cri-

teria, the norms, the standards estab-

lished by physicians will become the

bench marks, or norms for plaintiffs’ at-

torneys in malpractice actions. From
that day onward, your every medical ac-

tion will be adjudicated by these stan-

dards, if you are foolish enough to es-

tablish them in your hospital. Never for

a moment believe that the functions of

medical audits will not be “discoverable

items”. You will soon be subjected to

a false campaign, suggesting that your

audits are secret, and, therefore, not dis-

coverable to plaintiffs’ attorneys. It sim-

ply is not so, and even the people who
try to convince you may know it.

The PSRO Manual, sec. 705.15, pars

(a.) says, “The PSRO or the hospital

(meaning the URC) will document on

the 'patient’s chart its findings”. This is

done now at UPRO, which is now a func-

tioning PSRO unit.

Now, why must this be? The PSRO
Law contains punitive measures — fines,

and public notification of your patients

when you have not practiced by the

standards. In this new ball game, when
you certify, a new implication is added.

Rather than certifying that your services

were medically necessary, as previous-

ly, now you also certify that your ser-

vices were medically necessary, as

judged by the standards. You will then

have created a legal affidavit, or a

promissory note to abide by practice, as

determined by a committee and ap-

proved by the Secretary of HEW. You
will have promised to give up your pro-

fessionalism and become a cookbook
technician. In doing so this will create

an impossible malpractice trap
; a can’t-

win situation, when you certify, and by
medical audit criteria spell out the stan-

dards. Horrible? You bet it is.

So — in view of all this, what legal

options and actions are needed by Lou-
isiana physicians ?

We should at once, pass resolutions

in our state medical society, and by each

parish medical society and each hospital

staff, and if possible by each hospital

board, stating that the medical profes-

sion in Louisiana recognizes all such,

norms, standards and criteria as only

standards of fiscal measurement, reject-

ing them entirely as yardsticks of qual-

ity care. This should be done as an an-

6 J. Louisiana State M. Soc.
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ticipatory action, prior to any court ac-

tions in our state.

If this is done widely, put into the

public record, published in the newspa-

pers and communicated to the State Bar

Association, we can then preempt plain-

tiffs’ attorneys using this as a tool to

beat us with. I regard this step as vital

and one requiring immediate action.

I request this parish medical society

to consider undertaking a task for the

common good of all. Someone must con-

struct a sample resolution to meet the

needs and purposes I have outlined. It

should be passed by a parish medical

society and then forwarded to the Ex-

ecutive Committee of the LSMS, asking

urgent action by that body. The proper

impetus to accomplish this on a state-

wide basis could be provided by such

a project on the part of one of the larger

and more influential parish societies in

communicating the need to all other par-

ish groups.

I feel certain that, once convinced,

this society can assume a role of leader-

ship most worthy for the common good
of Louisiana physicians. Now let us turn

to another problem.

A hard decision faces us now. Is the

“Good Housekeeping Seal of Approval”
offered by the Joint Commission so im-

portant that, under coercive threat of

withholding this certification, we must
now abandon our ethical resolve for non-

involvement with PSRO ? What course

is open to us if we follow such a course

to reject TAP, as demanded by the

JCAH? We could set up our own physi-

cian-controlled commission to accredit

hospitals in this state. If this is done as

an LSMS activity, then all requirements

of federal programs will be satisfied by
law.

The Medicare-Medicaid Law does not

require JCAH approval. Hospitals ac-

credited by a state commission are ac-

ceptable.

A related question is also answered,

in that the intern-residency-nurse train-

ing programs are also acceptable in hos-

pitals accredited by an agency other

than the JCAH. The time has come for

us to give serious consideration to the

problem and to possibly form our own
accreditation body for Louisiana.

Let us turn our attention to certifi-

cation and URC in the hospitals. You
should be aware that the law has never

required that the attending physician be

the one to certify. Sec. 1814(a) states

that a physician shall certify; it does

not say the attending physician.

Sec. 1861, Par. (k) states that UR
may be performed in one of three ways

:

1. By an inhospital URC.
2. By a committee outside the hos-

pital, which will include two or more
physicians, approved by the local medi-

cal society, and/or the hospitals in that

area.

3. In any other manner as approved

by the Secretary of HEW.
Let us suppose a hospital medical staff

elected to turn over UR to a group out-

side the hospital. Two physicians could

be employed by the hospital for this pur-

pose. These same two would certify and

participate in the utilization review.

The costs would be reimbursable to the

hospital under the cost payment system.

Since a utilization review plan can call

for certification on the 12th day, and
since 3 additional days will be given,

such a structured system of UR would
make retroactive denial of claims prac-

tically nonexistent to the hospitals. Your
hospital administration would love this

system. The average LOS for Medicare
in Louisiana is only about nine days. Be-

fore the 15th day, most of the patients

would be home.
Also, it is interesting to note that the

same doctors who certify will be on the

committee to do the PSRO UR, to in-

sure that these cases meet the standards.

The entire PSRO law would then be of

less concern to doctors on the staff, as

they would be in a stronger position as

to the punitive measures contained
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therein, because they did not certify or

had no part in UR.

Physicians could return to the prac-

tice of medicine, enabled to employ their

own free and unfettered judgment in the

care of patients in accordance with Sec.

Six of the AMA Code of Ethics. In short,

ethical medicine could again be prac-

ticed by that hospital staff.

If there are those who doubt that this

option is legal, they should contact the

administrator of Singing River Hospital,

a 350-bed hospital in Pascagoula, Mis-

sissippi, where they have followed this

procedure of UR for the past six or

seven years, since the advent of Medi-

care-Medicaid. A complete government-

approved plan is in effect there.

Thus, we see there is available a legal

option to PSRO
;
there is an alternative

available to the coercive drive of the

JCAH and TAP. Be mindful that then
are serious pitfalls, risks of fines anc

other punitive measures awaiting those

who rush headlong into the arms of a!

who come “a-tapping at our door”.

The time is now, that you must be-

come informed, involved, and seek oul

responsible, meaningful solutions to youi

problems. Be leaders for the smallei

societies who look up to you. Make this

initial step along a new road to ethical

medical practice in Louisiana. Do il

today

!

Editor’s Note: The author wishes tc

point out that this address was giver

prior to the November 29 regulations

which demand review within 24-4£

hours following admission. Therefore

the conclusions, referable to admissior

certification, are no longer valid ir

view of the new regulations.

HiBeRma
nanonaL
BanK

8 J. Louisiana State M. Soc.



Pancreatitis and Abdominal Pain

Associated with Hyperlipemia

• The association of pancreatitis and abdominal pain with hyper-

lipemia is discussed and the importance of their relationship is

emphasized. The experience with 12 cases is briefly presented.

CHESLEY HINES, JR., MD, FACP
WILLIAM D. DAVIS, JR., MD, FACP

New Orleans

Type I hyperlipoproteinemia is very

rare; only 32 well-documented cases

have been reported. Patients with this

disorder usually develop symptoms be-

fore the age of ten years. The diagnosis

is made in childhood on the basis of one

or more of the following clinical fea-

tures: attacks of abdominal pain, hepat-

osplenomegaly, lipemia retinalis, erup-

tive xanthomas and creamy serum. This

type is considered to be familial and

TTYPERLIPEMIA is a clinical state

characterized by an increase in the

neutral fat fraction of the blood lipids.

A system of classifying hyperlipemia

has been established, based on five ma-
jor lipoprotein patterns. 14 The criteria

for classification of the five hyperlipo-

protein types are shown in Table 1. Re-

current episodes of abdominal pain are

known to be associated with hyperlipo-

protein types I, IV, and V.

TABLE i

CLASSIFICATION OF HYPERLIPEMIA*

Type Triglycerides Cholesterol Chylomicrons Lipoproteins Plasmaf

I Increased Usually in-

creased
; may

be normal

Increased Normal or decreased Cream on top

Clear below

IIA Normal Increased Normal Beta-increased;

pre-beta normal

Clear

IIB Increased Increased Normal Beta-increased

;

pre-beta increased

Clear

III Increased Increased Normal Pre-beta-beta

complex

Turbid

IV Increased Increased or

normal

Normal Pre-beta increased

;

beta normal

Turbid

V Increased Increased Increased Pre-beta increased

;

beta normal

Cream on top

Turbid below

* From Stanbury JB, Wyngaarden JB, Fredrickson DS (eds) : The Metabolic Basis of Inherited

Disease. New York, McGraw Hill, 1972, p. 548.

f After standing at 4° C for 18 hours or more.

From the Department of Internal Medicine,

Section on Gastroenterology, Ochsner Clinic and
Alton Ochsner Medical Foundation, New Orleans.

Presented ,at the Southeastern Regional Meet-

ing of the American College of Physicians, Sea
Island, Georgia, September 27-29, 1973.

Reprint requests to Dr. Hines, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

inherited as a simple recessive trait.

In contrast to type I, types IV and V
are common, and are rarely detected

before adult life. Type IV reflects an

imbalance in the synthesis and clearing

of endogenous glycerides, ie, more enter

the plasma from the liver than are

cleared. Type V is associated with the

January, 1975—Vol. 127, No. 1 9
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presence in plasma of both exogenous

and endogenous glycerides, along with

an increased concentration of choles-

terol.

Types IV and V hyperlipoproteinemia

are apparently inheritable disorders.

About half of the adult relatives of a

person with type IV will also have the

same lipoprotein abnormality. A third

of the adult relatives of someone with a

type V lipoprotein pattern will also have

type V; the other two thirds will have

either a normal or a type IV pattern.

This has caused Fredrickson4 to specu-

late that types IV and V may be, re-

spectively, heterozygous and homozy-

gous genotypes for identical alleles.

Types IV and V are frequently asso-

ciated with glucose intolerance and ele-

vated serum uric acid levels. Other man-

ifestations are lipemia retinalis, erup-

tive xanthomas and hepatosplenomega-

ly. As with type I, types IV and V are

associated with recurrent attacks of ab-

dominal pain. Sometimes there is evi-

dence of pancreatitis with the attacks.

Treatment of Type IV consists of car-

bohydrate restriction, and carbohydrate

and fat restriction in type V. Nicotinic

acid is effective in lowering triglycerides

in types IV and V if dietary manage-
ment is not sufficient, and clofibrate

may be useful in type IV.

In addition to the primary hyperlipe-

mias, lipid patterns resembling types IV
and V can occur secondary to a number

of disorders, such as the nephrotic syn-

drome, diabetes mellitus, hypothyroid-

ism, and glycogen storage disease. Hy-

perlipemia also may occur with stress,

during administration of estrogens and

following ingestion of alcohol. The hy-

perlipemia produced in women receiv-

ing estrogens in birth control pills or

for postmenopausal replacement thera-

py has been reported 5 '6 to have induced

pancreatitis in several cases. Alcohol in-

gestion may elevate serum lipids, espe-

cially in chronic alcoholics with fatty

liver and relatively good hepatic func-

tion. The mechanism of alcoholic hy-

perlipemia has been studied in man and

laboratory animals, but no consistent

pattern has emerged. A recent article 7

suggests that alcohol increases hepatic

secretion of lipoprotein which, in turn,

might lead to hyperlipemia only in those

individuals with a relatively limited ca-

pacity for removal of triglycerides from

plasma, whereas those with rapid re-

moval rates may be able to deal with

an excessive triglyceride secretion by

the liver.

Alcohol-induced pancreatitis and hy-

perlipemia may at times be present in

the same patient. It is unlikely that the

pancreatitis causes the hyperlipemia

since the association is confined almost

entirely to alcoholics in whom these

events can occur separately. The four

patients shown in Table 2 are examples

of this association. This situation must
be distinguished from the pancreatitis

TABLE 2

ALCOHOL-INDUCED PANCREATITIS WITH HYPERLIPEMIA

Patient

Serum Amylase

(Somogyi units)

Triglycerides

(mg/100 ml)

Cholesterol

(mg/ 1 00 ml)
Lipoprotein

PatternInitial Subsequent Initial Subsequent Initial Subsequent

W.D. 185 69 2530 1000 260 271 V
T.C. 320 123 1224 143 310 200 IV
M.S. 640 168 735 88 375 178 IV
G.A. 321 NR 960 NR 266 NR V

Serum amylase—normal 60-200 Somogyi units.

Triglycerides—normal 30-150 mg/100 ml.

Cholesterol—normal 150-300 mg/100 ml.

NR= no return.

10 J. Louisiana State M. Soc.
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which may occur as a consequence of

one of the primary hyperlipemias.

Since 1969, we have been involved in

the diagnosis and management of 12 pa-

tients with abdominal pain in whom
hyperlipemia was apparently the sole

cause of the pain (Tables 3 and 4). All

of the patients had extensive evalua-

tions to rule out ulcer or gallbladder

disease, and none of them had symptoms
suggestive of other problems such as the

irritable colon syndrome. The patients

either drank no alcohol or drank spar-

ingly. Six of these patients (Table 3)

had clinical evidence of pancreatitis,

apparently secondary to hyperlipemia.

There was laboratory or pathological

confirmation of the diagnosis of pan-

creatitis in four of the patients. With
lowering of the serum triglycerides, five

of the patients have had freedom from

recurrence of pancreatitis, although one

of the patients (Patient C.R., Table 3)

had another attack of pancreatitis (as

shown by the laboratory values in pa-

rentheses) before the triglyceride levels

could be lowered sufficiently. Patient

C.E. has been lost to follow-up.

The six patients shown in Table 4

had recurrent vague epigastric discom-

fort; all had elevations of the serum
triglycerides. The abdominal pain in

each case disappeared with lowering of

the triglyceride level. The serum tri-

glycerides of one patient (Patient L.H.)

were elevated on return visit due to

dietary indiscretion.

Speck 8
is credited with describing the

first case of a patient with hyperlipemia

and recurrent pancreatitis in 1865. Since

TABLE 3

HYPERLIPEMIA WITH PANCREATITIS

Patient

Serum Amylase

(Somogyi units)

Triglycerides

(mg/ 100 ml)

Cholesterol

(mg/100 ml)
Lipoprotein

PatternInitial Subsequent Initial Subsequent Initial Subsequent

H.L. 200 123 1090 130 265 240 IV
C.W. 59 107 1740 330 274 168 V
E.C. 52 — 4710 — 684 — V
C.E. 320 42 1020 344 175 — V
C.R.* 76 — (1875) 3460 486(2400) 358 237(450) V
S.B. 1000 169 720 592 239 — IV

Serum amylase'—normal 60-200 Somogyi units.

Triglycerides—normal 30-150 mg/100 ml.

Cholesterol—normal 150-300 mg/100 ml.

* This patient had another attack of pancreatitis (as shown by the laboratory values in parentheses)

before the triglyceride levels could be lowered sufficiently.

TABLE 4

HYPERLIPEMIA WITH ABDOMINAL PAIN

Patient

Serum Amylase

(Somogyi units)

Triglycerides

(mg/100 ml)

Cholesterol

(mg/100 ml)
Lipoprotein

PatternInitial Subsequent Initial Subsequent Initial Subsequent

V.T. 80 — 1370 172 270 255 V
L.H. — 64 573 804 265 265 V
K.B. 70 — 2130 135 350 400 IV
M.A. 107 — 364 100 260 208 IV
C.F. 67 — 462 91 315 196 IV
J.W. 73 — 1228 332 206 144 V

Serum amylase—normal 60-200 Somogyi units.

Triglycerides—normal 30-150 mg/100 ml.

Cholesterol—normal 150-300 mg/100 ml.
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then, others have reported this occur-

rence. Poulsen 9 was the first to sug-

gest that pancreatitis could be caused

by hyperlipemia. Klatskin and Gordon10

in 1952 popularized this idea by sum-

marizing the essential data of all pub-

lished cases of hyperlipemia with asso-

ciated abdominal crises, and all cases

of chronic relapsing pancreatitis with

associated hyperlipemia. They noted the

striking similarities in age distribution,

family history, the recurrent nature of

the abdominal pain, the pattern of

serum lipids, the response to a low fat

diet, and the occurrence of hepato-

splenomegaly, xanthomas, and lipemia

retinalis in both conditions. It was their

opinion that when relapsing pancreatitis

and hyperlipemia occur together, hyper-

lipemia is the cause of pancreatitis.

They also noticed that the serum amy-
lase and lipase levels may be normal in

cases of pancreatitis due to hyperlipemia.

Other observers also have reported 11 13

that the serum amylase may be normal
in patients with hyperlipemia and pan-
creatitis. It has been suggested that

lipemic serum may affect the laboratory
procedure used for amylase determina-
tion or that an inhibitor of amylase may
be present in the serum of these patients.

So far, however, no reason for this phe-
nomenon has been demonstrated.

Investigators at the Lipoprotein Re-
search Laboratory14 in Cincinnati recent-

ly presented three patients with clini-

cally apparent pancreatitis associated

with hyperlipemia and elevated serum
amylase levels after the serum had been
diluted with saline. Apparently, the
dilution of the serum reduced the inter-

ference with the amylase determination
caused by the elevated triglyceride
levels.

Since Klatskin and Gordon’s article, 10

scattered case reports of pancreatitis

secondary to hyperlipemia have ap-
peared in the medical and surgical lit-

erature. In a recent report from the
Cleveland Clinic, 15 ten cases of acute

pancreatitis secondary to type V hyper-

lipoproteinemia were presented. All of

their patients had elevation of the

serum amylase in varying amounts.

However, the amylase levels were mea-
sured only after removing the triglycer-

ides from the serum by centrifugation

or washing with ether.

The mechanism of acute pancreatitis

occurring in the presence of hyperlipe-

mia is not clear. Klatskin and Gordon10

have suggested that the pancreatitis

may be due to embolization of agglu-

tinated serum lipid particles to the pan-

creas. Havel 16 has postulated that hy-

perlipemia leads to an increase in lipase

in the pancreatic capillaries followed by
lipolysis, local ischemia, capillary dam-
age, microthrombi, and further release

of pancreatic lipase, and then a repe-

tition of the above events. Direct proof

of any mechanism for the production of

pancreatitis is lacking, however.

Although some of our patients with

hyperlipemia have had evidence of pan-

creatitis, others in our series have had
only a nondescript epigastric discom-

fort. Whether this epigastric discom-

fort represents a mild form of pancrea-

titis must remain speculative. Perhaps
the new technique of measuring the

amylase level after first diluting the

serum will reveal evidence of pancrea-

titis in future patients with this com-
plaint. The important point is that the

pain disappeared in each case with low-

ering of the serum triglycerides.
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Acute Pancreatitis: A Brief Review

• A brief review of the diagnosis, pathogenesis, etiology and

treatment of acute pancreatitis is presented.

CHESLEY HINES, JR., MD, FACP
New Orleans

ACUTE pancreatitis is an inflamma-
1 ^ tory condition of the pancreas of va-

riable severity with many causes. It is

classified into two major groups: hem-
orrhagic or non-hemorrhagic. Important

subgroups are acute edematous, acute

suppurative and acute necrotizing pan-

creatitis. The mortality in hemorrhagic,

suppurative, or necrotic pancreatitis is

reported to be 50 to 90 percent; that

in acute edematous pancreatitis is in the

order of 5 percent.

Diagnosis

Clinical Picture

:

There is no characteristic clinical

picture; manifestations may vary from
vague upper abdominal discomfort to

irreversible shock and death. Usually

the prominent symptom is a steady, se-

vere epigastric pain, frequently radiat-

ing to the back. Tachycardia, fever,

sweating, nausea and vomiting are often

present. Abdominal tenderness is usual-

ly marked in the epigastrium and there

may be guarding. Bowel sounds are

usually decreased and may be associated

with some abdominal distention. The
patient may appear to be quite ill and
prefer to lie in the fetal position.

Laboratory Findings

:

Confirmation of the clinical impres-

Presented at the Fourth Annual Course in

Gastroenterology, “The Liver, Biliary Tract, and
Exocrine Pancreas,” held at the Ochsner Medical
Center, New Orleans, January 31-February 2,

1974.

From the Department of Internal Medicine,
Section on Gastroenterology, Ochsner Clinic and
Alton Ochsner Medical Foundation, New Orleans,
Louisiana.

Reprint requests to Dr. Hines, 1514 Jefferson
Highway, New Orleans, Louisiana 70121.

sion of pancreatitis is assisted by the

finding of an elevated serum or urine

amylase. However, the amylase level

may also be elevated in parotitis, chole-

cystitis, intestinal obstruction, mesenteric

thrombosis, ruptured ectopic pregnancy,

and in certain cases of hepatitis, perfo-

rated peptic ulcer, and renal insuffi-

ciency. However, rarely does the amy-
lase in these conditions reach the levels

that are seen in acute pancreatitis. The
lipase will rise later in the course of

the disease, and remain elevated longer

than the amylase. Hypocalcemia is com-
mon, especially in hemorrhagic pancrea-

titis and may become quite a problem.

The decrease in the serum calcium dur-

ing acute pancreatitis has usually been
attributed to deposition of calcium in

areas of fat necrosis in the pancreas.

Recent studies suggest two additional

mechanisms. First, glucagon has been
shown to be released in large quantities

by the pancreas during acute pancreati-

tis. It has been suggested that the ele-

vated glucagon levels stimulate the se-

cretion of thyrocalcitonin, which could

then cause hypocalcemia by inhibiting

the release of calcium from bone. A
second mechanism for the development
of hypocalcemia is magnesium deficien-

cy which appears to render bone refrac-

tory to the action of parathyroid hor-

mone. Magnesium deficiency is not un-

common in alcoholism, but the actual

frequency among patients with acute

pancreatitis is not known.

Hyperglycemia and serum electro-

lyte imbalance are not uncommon. Ane-
mia and a leukocytosis are usually pres-

ent. Slight elevation of the serum bili-

rubin may occur.

14
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X-ray Findings:

A plain film of the abdomen may re-

veal an air-filled loop of small bowel in

the region of the pancreas, the so-called

“sentinel loop however, this is a non-

specific finding. An intravenous cholan-

giogram should be performed if biliary

tract disease associated with pancreati-

tis is suspected. Otherwise, further ab-

dominal x-ray studies are usually not

indicated until the acute attack has

subsided.

Pathogenesis

The fundamental pathogenic factor

in acute pancreatitis is assumed to be

autodigesfion of the gland by its acti-

vated enzymes, although this has not

been proved. The sequence and impor-

tance of the individual pancreatic en-

zymes in the process remain uncertain.

Trypsin may initiate pancreatic damage
primarily by activating elastase, phos-

pholipase A, and possibly kallikrein,

rather than by attacking pancreatic tis-

sue directly as previously thought.

Elastase appears to be important in

converting edematous pancreatitis into

hemorrhagic pancreatitis. Pancreatic

tissue taken from patients who have
died with hemorrhagic pancreatitis has

been shown to contain elastase in free

form and to exhibit histological features

specific for this enzyme. Elastase has

been shown to cause dissolution of elas-

tic fibers of blood vessels when refluxed

experimentally into the pancreatic duct

or when incubated with pancreatic tis-

sue slices.

The lipolytic enzyme phospholipase A,

by acting on lecithin in bile, forms lyso-

lecithin and lysocephalin, which are

toxic to pancreatic tissue. The role of

lipase in the pathogenesis of pancreati-

tis is controversial. The only pancreatic

enzymes which appear to be excluded

from consideration are carboxypeptidase

and amylase.

The role of kallikrein and other pan-

creatic materials in the pathogenesis of

pancreatitis is under close study, but

this is still as yet undetermined.

Etiology

Although biliary tract disease, par-

ticularly cholelithiasis, is the most com-

mon clinical condition etiologically as-

sociated with pancreatitis, the mecha-

nism remain unclear. The one fact that

is certain is that common duct stones,

per se, are not the major cause of

pancreatitis. (See Addendum.)

The mechanism by which alcohol pro-

duces pancreatitis is also unknown. It has

recently been suggested that alcohol may
act directly on the pancreatic acinar cell.

Penetration of a peptic ulcer may cause

a local pancreatitis in the vicinity of the

ulcer.

Blunt trauma to the abdomen, such as

from a steering wheel in an automobile

accident, may cause pancreatitis, and
often results in a pancreatic pseudocyst.

Handlebars on bicycles and tricycles are

commonly implicated in pancreatitis in

children.

Postoperative pancreatitis may result

from trauma, but it is also felt to be due

to a compromised pancreatic circulation.

Most cases of postoperative pancreatitis

follow surgery on the biliary tract or

stomach, but pancreatitis has also fol-

lowed transurethral prostatectomies, renal

transplantation and other surgery remote

from the upper abdomen.

Pancreatitis occasionally occurs in pa-

tients with systemic lupus erythematosus

and periarteritis nodosa as part of a gen-

eralized vasculitis.

Hyperlipemia as a cause of pancreatitis

is being recognized more and more. Types

I, IV, and V hyperlipoproteinemia are

associated with pancreatitis. The patho-

genesis is unknown. Interestingly, the

amylase may be normal in these cases

due apparently to interference by the tri-

glycerides with the laboratory determina-

tion of the amylase. Dietary therapy is

usually sufficient to prevent subsequent

attacks.
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Hypercalcemia, particularly that asso-

ciated with hyperparathyroidism, is asso-

ciated with pancreatitis through an un-

known mechanism. Patients with normal

calcium levels during acute pancreatitis

probably should have calcium determina-

tions after recovery, because they may
have been hypercalcemic prior to the on-

set of the pancreatitis.

The most common infectious cause of

pancreatitis is the mumps virus. Other

agents include the Coxsackie virus and

Salmonella typhosa.

Certain parasitic infestations such as

ascariasis are associated with pancreati-

tis.

An interesting cause of acute pancrea-

titis in Trinidad is scorpion bite.

Regional enteritis, when it involves the

duodenum, has been reported to cause

pancreatitis.

A rare type of pancreatitis is hereditary

and is often associated with amino-aci-

duria.

Certain drugs, especially corticosteroids

and thiazide diuretics, have been reported

as causative agents.

Treatment

The treatment of acute pancreatitis

consists of nasogastric suction, analgesics,

intravenous fluids, which may include

colloids, and replacement of calcium

losses. The use of antibiotics in uncom-
plicated pancreatitis is debatable. Anti-

cholinergic drugs may or may not be in-

dicated, depending on the physician’s

opinion as to their value. A polyvalent

protease inhibitor made from beef lung,

called Trasylol, has been applied in the

treatment of pancreatitis with no real

success.

Surgical intervention is indicated in

certain cases of pancreatitis. A major
indication for surgery is biliary obstruc-

tion with cholangitis. Patients with pan-

creatitis who are deteriorating despite

adequate medical therapy or in whom the

diagnosis is in doubt should be considered

for surgical exploration.

Addendum
Since the review was presented, a study

has been reported which supports the idea

that acute pancreatitis associated with

gallstone disease may be caused by transi-

ent blockage of the ampulla of Vater by
migrating gallstones. (Acosta JM, Ledes-

ma CL: Gallstone migration as a cause

of acute pancreatitis. New Engl J Med
290 : 484 -487

,
1974 ).

References
1. Banks PA: Acute pancreatitis. Gastroenterology

61 :382-397, 1971

2. Geokas MC. Van Lancker JL, Kadell BM, et al:

Acute pancreatitis. Ann Intern Med 76:105-117, 1972

3. Brandborg LL: Acute pancreatitis, In Sleisenger

MH. Fordtran JL (eds) : Gastrointestinal Disease. Phila-

delphia. Saunders, 1973
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Demonstrable Calcifications in Carcinoma

of the Stomach
RALPH B. BERGERON, MD
HAROLD R. NEELY, MD

New Orleans

'"PHE presence of roentgenographically

detectable calcifications in adenocarci-

noma of the stomach is rare. We wish

to report such a case—a proved adeno-

carcinoma of the stomach with numerous

calcifications demonstrable on routine up-

per gastrointestinal films.

Case Report

A 55-year-old woman had intermittent epi-

gastric distress, occasional “heartburn,” slight

anorexia and a recent 7 kg weight loss. She was

mildly anemic. There was occult blood in the

stool and she had observed melena for the pre-

vious ten days.

Physical examination was unremarkable except

for epigastric tenderness to palpation.

Chest roentgenogram, liver scan, barium en-

ema, and proctoscopy were normal.

Upper gastrointestinal films revealed a normal

esophagus but the fundus and body of the stom-

ach were decidedly abnormal. The wall of the

stomach was thickened, measuring as much as

2 cm in width and numerous small calcifications

were observed within the thickened wall. This

was particularly evident on the aspect of the

greater curvature (Fig 1).

Radiological impression was carcinoma of the

stomach with tumoral calcifications.

Endoscopy confirmed the above findings.

Surgical exploration: A large tumor of the

stomach had extended through the serosa and

From the Department of Diagnostic Radiology,

Alton Ochsner Medical Foundation and Ochsner

Clinic, New Orleans.

Reprint requests to Dr. Bergeron, 1514 Jeffer-

son Highway, New Orleans, Louisiana 70121.

Fig 1. Upper gastrointestinal film showing

thickened wall of stomach containing numerous

small calcifications (at arrows).

had metastasized to adjacent lymph nodes. A
radical gastrectomy was performed.

Pathologic findings were extensive mucinous

adenocarcinoma with multiple calcifications and

metastases to regional nodes.

A xerogram of the resected stomach (Fig 2)

clearly showed the calcifications distributed dif-

fusely throughout the tumor.

Comment

This case is unusual because of the cal-

cifications within the stomach malignancy.

It is possible that this event occurred be-

cause of numerous foci of necrosis within

the tumor and subsequent local deposition

of calcium .

1 Crummy and Juhl 2 reported

a similar occurrence, but in a benign gas-
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Fig 2. Xeroradiogram of resected stomach showing calcifications distributed diffusely through-

out the tumor.

trie leiomyoma. This is also a rare phe-

nomenon.

References
1. Robertson JW, Osterhout S: Calcification in scir-

rhous carcinoma of the stomach. Am J Surg 83:830-832,

1952

2. Crummy AB Jr, Juhl JH : Calcified gastric leio-

myoma. Am J Roentgenol Radium Ther Nucl Med
87:727-728, 1962

18 J. Louisiana State M. Soc



Medical Grand Rounds
from

Touro Infirmary

HEALTH sciences library
UNIVERSITY of MARYLAND!

Baltimore

The Revelatory Orchid: The Diagnosis of

Miliary Tuberculosis

Edited by SYDNEY JACOBS, MD
New Orleans

Dr. Ignatius Thomas: (a) The patient

is a 77-year-old white man. He is a mar-

ried, practicing attorney who, in the

past, had sustained cholecystectomy,

prostatectomy and stripping of the vari-

cose veins, but who had been in good
health until four months ago. Then he

came down with fever, chills and head-

ache
;
feeling giddy, he fell down. He

was helped to an ambulance and brought

to Touro where his oral temperature

was 103°. Since having visited the Fiji

Islands two years earlier, he had not

been in any area of “exotic diseases” or

(a) Intern, Department of Medicine, Touro In-

firmary.

been in known contact with any in-

fectious person, but he did volunteer

that a maternal aunt had had tuberculo-

sis of the colon. No abnormalities were
elicited on physical examination or lab-

oratory studies. His fever came down
rapidly; so he was discharged promptly.

He returned to work only to be re-

admitted two weeks later with fever,

chills and headache. Again extensive

studies were not diagnostic. The cere-

brospinal fluid proteins measured 56
mgm/100 ml, and the glucose was 54.

There were 15 red cells per ml; but no
organisms could be isolated on smear or

culture. The patient became afebrile in

three days and was discharged.
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Two months ago, he was found to

have painful swelling of the right testis

;

the swelling showed poor response to

antimicrobial treatment. Because of se-

vere chest pain lasting one hour, he was
again brought to the hospital. His elec-

trocardiogram and enzymes were within

normal limits; so he was discharged after

two days. One month ago (three months

after his first febrile episode) he devel-

oped fever, chills, headache and extreme

malaise without cough, weight loss or

dyspepsia.

We found him to be an elderly man,
slightly overweight and so weak that he

was unable to stand up. His tempera-

ture was 101°; pulse rate 88; respira-

tions 22; and blood pressure 120/170.

The only significant physical finding in-

volved the right testis; it was enlarged,

nodular, thickened and non-tender.

A detailed investigation showed : Leu-

kocytes 6,900 (71% neutrophils, 21%
lymphocytes, 7% monocytes and 1%
eosinophils)

;
hematocrit 43; hemoglobin

14.3; and sedimentation rate 70. Several

blood cultures were negative as were
tests for anti-nuclear factor and febrile

agglutinins. No malarial plasmodia

could be demonstrated. The bone mar-
row was examined morphologically and
by culture

;
but no diagnostic leads were

obtained. Hypersensitivity to tuberculin

(PPD) was determined; induration ex-

tended to 30 mm. X-ray studies of the

chest, of the stomach and of the upper
small bowel, as well as of the urinary

tract, failed to indicate any cause for

the symptoms. Urinalysis was normal.

Because of continuing headache and
fever, we gave him prednisone and
chloramphenicol. The fever abated for

two days; but the headache persisted.

His neck became stiff, and tremor in-

volved both hands. A second examina-
tion of the cerebrospinal fluid was per-

formed
;
the proteins measured 111 mgm

percent, the glucose 37 mgm percent

and there were 100 mononuclear cells

per cubic millimeter of fluid. A brain

scan showed increased uptake of radio-

nuclide over both meninges suggesting

an inflammatory rather than neoplastic

involvement.

On the patient’s 11th hospital day, he
underwent right orchidectomy

;
and the

excised organ was found to be affected

by a chronic tuberculous process. Triple

chemotherapy (streptomycin, isoniazid

and ethambutol) was started with very
prompt symptomatic improvement. Ten
days postoperatively, the spinal fluid

contained 67 mgm percent protein, 56
mgm glucose, 636 mgm chloride and 100
mononuclear cells.

Fig 1-a. Chest x-ray showing miliary tuber-

cles at onset of therapy.

Fig 1-b. Chest x-ray after 2 months’ therapy.

Dr. Sydney Jacobs: (b) Dr. Thomas,
when did tuberculosis first enter diag-

nostic consideration?

< b ) Chief, Department of Medicine, Touro In-

firmary; Clinical professor of medicine, Tulane

University School of Medicine.
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Dr. Thomas: On this admission, we
were impressed by his tuberculin hyper-

sensitivity and by the spinal fluid find-

ings of low glucose and high protein

;

but the patient did not seem to be sick

enough for tuberculous meningitis. How-
ever, he was started on isoniazid be-

cause he was also on prednisone.

Dr. George E. Burch :
(c) When did

epididymitis and orchitis actually begin ?

Mr. W. (the patient ):
(d) I would say

they began about two weeks before I

was hospitalized.

Dr. Burch: You didn’t know you had
that trouble before ?

Mr. W: No.

Dr. Burch: How long was it before

you started having fever?

Mr. W : Three months.
Dr. Burch: You had an aunt who

had tuberculosis of the colon. When
was that?

Mr. W: She died in 1940.

Dr. Burch: And as far as you know
you had no contact with anyone having
tuberculosis. Have you traveled any
place where you might have drunk some
raw milk?

Mr. W: No. I was on a cruise to the

South Sea Islands last year.

Dr. Burch: All the milk you drank
was on board ship ?

Dr. Jacobs: Mr. W., before this ill-

ness began, when was the last time you
were seriously ill in any way at all ?

Mr. W : When I had my gallbladder
removed, 15 years ago.

Dr. Jacobs: Was this the first tu-

berculin test you had ever?
Mr. W: Yes.

Dr. Jacobs: Did any member of your
family, brothers, sisters, parents or the
like ever have chest x-ray examinations?

Mr. W: No.

Dr. Juan Ordonez :
(e) You say that

(c) The William Henderson Professor of Medi-
cine— Tulane University School of Medicine.

< d) Patient presented.
< e| First year medicine resident, Touro Infir-

mary.

on the brain scan there was increased

uptake over the meninges on both sides.

Was that lateral, radial?

Dr. Thomas: Both sides.

Dr. Murrel H. Kaplan: (f) When he

returned the second time, we were look-

ing for some systemic disease as the

cause of his fever, and—while suspect-

ing tuberculosis—were unable to under-

stand why his x-rays were reported as

“negative” although we seemed to think

that there was some unusual nodularity

in his lungs.

Dr. Jacobs: The chest x-ray presents

a calcified focus which suggests a gran-

uloma, silent testimony to an infection

which began decades rather than years

ago. He was born in 1897 when almost

all children became infected with tuber-

culosis; possibly he acquired this tuber-

culous infection early in life and it smol-

dered in a volcano fashion. If you hold

his immediate pretreatment chest film

to a strong light, you can see the nod-

ules which may be the first evidence of

dissemination of tuberculosis in a man
who has fever. Sometimes these tuber-

cles are detected earliest by bone mar-

row study, at times by funduscopy; but

occasionally, one must search for them
— and their acid-fast bacilli compo-
nents by tissue study.

Dr. John Olson :
(g) Tuberculous men-

ingitis is described in textbooks as al-

ways secondary to tuberculosis else-

where, occurring either by miliary

spread or by rupture of tubercles into

the ventricular subarachnoid space and
as being primarily a disease of young
adults but not of children younger than

six months. There is usually evidence of

tuberculous activity in some other por-

tion of the body. The diagnosis is diffi-

cult because to culture tubercle bacilli

may take six weeks. Spinal fluid usually

shows increased pressure with pellicle

( f
) Clinical assistant professor of medicine, LSD

School of Medicine.

(s'First year medicine resident, Touro Infir-

mary.
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formation, increased protein, lower-

than-normal glucose and up to 100

mononuclear cells per cubic millimeter

of fluid. Fatality before drug therapy

was approximately 100 percent; but

with current triple therapy, the mortal-

ity rate is about 20 percent. Neural

sequelae are seen in 25 percent of

patients, possibly because difficulty in

diagnosis leads to delay in starting effec-

tive treatment.

Dr. Olson: Neither funduscopy nor

bone marrow study disclosed any tuber-

cles.

Dr. William Martin :
(h) When I first

saw the patient he was quite sick with

a gas distended abdomen and was som-

nolent from Thorazine given to stop his

hiccoughs. He had no focal neurological

signs; but fever, stiffness of the neck

and irregularity of respiration pointed to

acute meningitis. Subarachnoid hemor-

rhage could have given him a stiff neck

and low grade fever; but on his left

arm a 3 cm tuberculin test induration

drew my attention.

The first tube of spinal fluid was
cloudy with a few red cells; but the sec-

ond and the third tubes appeared rela-

tively clear. There was no pellicle for-

mation or ground glass appearance. Ex-

amination of the spinal fluid revealed

pleocytosis of 65 lymphocytes. The pro-

tein was 112. The sugar was 37 when
it should never be lower than 40. An in-

dia ink preparation showed no fungi.

I considered the possibility of carcinoma-

tous or lymphomatous or lupus-type

meningitis which may present with low-

grade fever and then respond to steroid

therapy, a response not usual for tuber-

culous meningitis. Despite negative spu-

tum, gastric and urine cultures for tu-

bercle bacilli (and fungi) and the nor-

mal excretory urogram, I placed him on

isoniazid (INH) 100 mgm three times

daily, since the spinal fluid formula, epi-

< h > Associate professor of psychiatry and neu-

rology, Tulane University School of Medicine.

didymitis, meningitis and tuberculin skin

test suggested tuberculosis. Only after

orchidectomy led to demonstration of

caseating granuloma in his testis, did we
have a tissue diagnosis.

Dr. Kaplan: The pathologist found

acid-fast bacilli in sections of the testis

and has prepared cultures of this ma-

terial.

Dr. Jacobs: Very good. We need to

know whether this is a typical or an

atypical Mycobacterium and whether it is

sensitive to certain antimicrobials. The
only way we can get such information

is to study a growing organism.

Dr. Robert P. Morrow: (i) We don’t

see much genitourinary tract tubercu-

losis in New Orleans even when we
search for it by preparing cultures

from grossly infected urine. Most of the

time, genitourinary tract tuberculosis is

evidenced by marked cystitis and the

presence of tubercle bacilli in the blad-

der urine of patients with obvious far ad-

vanced pulmonary tuberculosis. In such

a man, the vas feels exactly like a pipe

stem
;
but usually you can’t demonstrate

epididymitis. The patient had absolute-

ly no signs of urinary tract tuberculosis

other than an enlarged nodular epididy-

mis. I, myself, looked at 25 to 30 urines

and couldn’t demonstrate a single pus

cell
;
and his intravenous urogram was

normal. I followed him for two weeks,

and this thing obviously was not chang-

ing. I felt that the testicle was getting

involved, and when he became ill again,

I thought about tuberculosis but didn’t

consider it very seriously because there

was no evidence for it.

Dr. Jacobs: The urologists used to

write about the occurrence of general-

ized tuberculosis following prostatic

massage when there was tuberculosis of

the prostate.

Dr. Morrow: I don’t think that tu-

<>) Clinical professor of urology, LSU School

of Medicine.
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berculosis of the urinary tract is usually

primary in the prostate.

Dr. Burch: During my first visit, the

patient was having a chill. He also had
difficulty standing. I knew that he had
a systemic disease but didn’t know what
it was. I thought at the time that we
should consult a neurologist. He looked

quite ill and couldn’t stand because of

weakness. We considered lupus and ar-

thritis not only tuberculosis. We studied

his chest films but couldn’t see any gran-

uloma. I advised the orchidectomy for

diagnosis and informed the patient ac-

cordingly; but he did not want to part

with a testis.

Years ago when there was a lot of

tuberculosis, we saw tuberculosis of the

kidney characterized by microscopic

hematuria and minimal pyuria and usu-

ally without the presence of demonstra-

ble microorganisms. We had to rely on

guinea pig inoculation for diagnosis.

Dr. Jacobs: In the days that Dr.

Burch described, we didn’t have good

laboratory support; so we would period-

ically take urinalyses. Often a signifi-

cant amount of tuberculosis would show
up with pyuria, and only then would we
start genitourinary tract investigations.

Today tuberculous meningitis is not com-
mon nor is tuberculosis of the genito-

urinary tract. This man in all probabil-

ity was infected with tuberculosis 50 or

60 years ago. Presumably, he escaped

serious ill-effects of his tuberculous in-

fection until the explosion of miliary tu-

berculosis recently. His aunt’s tubercu-

losis of the colon raises the question of

a family source of infection. Tubercu-
lous meningitis used to be a scourge of

the 6 to 12 months old nursing infant

who had become infected by his mother.
It took him that long to develop a pri-

mary focus from which tubercle bacilli

would colonize in the brain (as well as

the kidneys) and eventually erupt into

the meninges. Why is it that some peo-
ple who were infected decades ago will

currently experience lowering of resis-

tance and distribution of tubercle bacilli

throughout extra-thoracic viscera ?

Weakening of immunological surveil-

lance is supposed to be related to de-

velopment of malignancies in older per-

sons and may also be related to the out-

break of miliary tuberculosis in the in-

fected oldster.

Dr. Martin: It is a possibility that he

had miliary spread through his lungs
;
his

testicle certainly didn’t show any evi-

dence of tuberculosis until about a month
before I saw him. I’m sure that at the

same time he seeded his testicle, he
seeded his meninges. Tuberculous men-
ingitis is a much more severe disease than
this man has evidenced. In May, 1974,

in the New England Journal of Medicine, 1

there’s a CPC from Massachusetts Gen-
eral on tuberculous meningitis. The only

way they made a diagnosis was by brain

biopsy; and there was a single 4 mm tu-

bercle in one of the lungs. It can be a

very fulminating disease
;
Merritt’s text-

book on neurology says that before anti-

microbial treatment, 100 percent of the

patients died in three to four weeks.

Dr. Jacobs: Some of them did die

that quickly; but I remember seeing any
number of patients who lived for six

months or more.

Dr. Martin: I think a miliary spread

probably occurred sometime around
April and seeded to the patient’s testis

and meninges at the same time. Dr.

Burch commented on Mr. W. looking a

little parkinsonian. One thing that tu-

berculous meningitis does is to produce

fibrous adhesions at the base of the

brain. Very thick fibrous tissue may
practically occlude the subarachnoid

pathways. There may be even an epen-

dymal granulitis. This may result in de-

velopment of late onset of low pressure

hydrocephalus characterized by demen-
tia, ataxia and incontinence of urine. The
patient looks so much better now than
the first day I saw him that I want to

ignore the possibility of this tragedy.

Nonetheless, there is definite danger of
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thickening of the subarachnoid space

and occurrence of low-pressure hydro-

cephalus.

Dr. Jacobs: He’s getting Rifampacin

and INH with pyridoxine to protect him
against the possibility of peripheral

neuropathy.

Dr. Martin: Why was the streptomy-

cin stopped after a relatively short

course ?

Dr. Jacobs: Remember that strepto-

mycin in people over 50 can cause sig-

nificant neural damage. We know this

about prednisone : in tuberculosis, it does

not influence the eventual outcome. We
use it now in rare situations, hoping that

it is anti-inflammatory
;
but we know

that it is not going to make the man
any better in the long run, and we hope
we can avoid its short-term ill results.

Dr. Martin: I hope that we can cure

his meningitis and prevent long-term

neurological sequelae. He’s doing very

well at the present but must have an-

other spinal tap in about six months, to

determine if we have indeed sterilized

his spinal fluid and cured his meningi-

tis. Tuberculous meningitis is an indo-

lent disease
; and several months’ con-

tinuous treatment is required if relapses

are to be prevented.

Editor’s Note: The patient’s symp-

toms began in February. Fortunately

for him, three months after the onset

of symptoms, effective therapy was be-

gun. Six months after the start of ther-

apy, he feels fine, walks with a brisk

gait to his doctor’s office for supervision

of therapy and practices law actively.

He has no detectable neural or psychic

residue. Typical tubercle bacilli were
isolated from his testis and were found
to be sensitive to eight different anti-

microbials; but no tubercle bacilli were
isolated elsewhere despite preparations

with multiple samples of spinal fluid,

urine and sputum. The diagnosis of mil-

iary tuberculosis is seldom easy, usually

requires astuteness on the part of the

clinician and often requires assiduous-

ness in hunting down mycobacteria
;
but

the game is very much worth the candle.

Miliary tuberculosis and tuberculous

meningitis used to be the scourge of

young people, but are now diagnostic

challenges offered by oldsters. Two re-

cent approaches offer the possibility of

diagnosing tuberculous meningitis in a

matter of hours. These are the radioac-

tive bromide partition test2 and the acid-

fast staining of a thick smear of cere-

brospinal fluid. 3

References

1. Castleman B, Scully RE, McNeely BU : Case rec-

ords of Massachusetts General Hospital. N Eng J Med
290:1130-1136 (16 May) 1974

2. Pullan BR: Radioactive bromide partition test in

differential diagnosis of tuberculous meningitis. Br Med
J 4:413 (18 Nov) 1972

3. Fallon RJ : Radioactive bromide partition test. Br
Med J 4:794 (30 Dec) 1972

0=3C=0
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Louisiana Exploratorium of Science and Industry

MRS. ALBERT F. W. HABEEB
New Orleans

An effort is under way in New Or-

leans which may well have an impact

on the general health of the community

and career choices of youth.

A special committee of the Chamber

of Commerce of the New Orleans Area,

after extensive research, is seeking to

establish a museum of science and indus-

try. Museums have been visited in many
major cities and data gathered which

point to the need of such a facility in

this area. Since the word “museum” has

a rather unfortunate connotation for

some, a newer and more descriptive

word has been adopted to describe this

facility which will concern itself with

the present and future rather than the

past

—

Exploratorium.

It will be a community resource for

explaining natural phenomena, ie, eclip-

ses, hurricanes, tornadoes, etc. Career

direction will be emphasized by exhib-

its, workshops and lectures. Communi-
cation will be stressed rather than col-

lections, and the viewer will be a par-

ticipator rather than a spectator.

Exhibits will be made-to-order teach-

ing aids, too expensive for any school to

construct or to maintain. Water re-

sources, mineralogy, space, electronic

communication, atomic energy and
health exhibits will be shown.

It is anticipated that additional pro-

grams will bring the adult’s outmoded
education more up to date, while moti-

vating youth. School curriculums would

Mrs. Habeeb is past president, Women’s Aux-
iliary, Chamber of Commerce, New Orleans
Area, and past president, Women’s Auxiliary,

Orleans Parish Medical Society.

be aided and supplemented by study

guides coordinated with museum visits.

Traveling exhibits, not now coming

to this area, will be housed in the Ex-

ploratorium, and this assumes greater

importance as the Bicentennial ap-

proaches and traveling exhibits are be-

ing readied to show America’s progress

in many fields.

The role of science in technology can

be portrayed by models of the whole ....

Unified concerns of science, technology,

art, history and people can be por-

trayed. It is anticipated that communi-
cation of the fundamentals of science

and the region’s economic life will be

presented in an interesting and appeal-

ing way, for in the modem science mu-
seum, education has become recreation.

Of particular interest to the medical

profession is the plan for a health mod-
ule where exhibits of anatomy and
physiology will be offered. Animated
models of heart, kidneys and other

organs will demonstrate the function

and anatomy. Exhibits will demonstrate

how environment pollution can affect

bodily functions
;
how smoking affects

lungs; and a person can see his own
heartbeat or check his respiration. Per-

manent exhibits on cancer, arthritis,

blindness, alcoholism and other health

problems will be featured and kept up
to date.

With the health industry the third

largest employer in the area, the need
for directing young people to the health

career field will have obvious benefits

to both the employer and job seeker.

In a relatively few short years, we have
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GUEST EDITORIAL

been catapulted into the space and com-

puter age. The Exploratorium can dem-
onstrate in a very real way what the

future holds for us and our area.

A note to the Executive Committee

of the Chamber of Commerce of Neiv

Orleans, showing interest or offering

suggestions, would be of help. When

the project is publicly announced, ef-

forts of the physicians will be needed
to bring the plan to prompt fruition.

Surely a facility, which captures and
holds the interest of youth, drawing and
directing them to scientific careers and
endeavor, is worthy of our most enthusi-

astic support.

$=-3C-=»
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By LEON M. LANGLEY, JR.

Physicians’ Fee Increases Trailed the Rise of the general Consumer Price Index dur-

ing September. The all-items and all-services categories of the CPI increased

1.1%. Physicians’ fees rose 1%. It is the first time since controls on health

care were lifted last April 30 that physicians’ fees have risen at a lower rate

than the general categories used to measure the cost of living. The rate of

increase for other components of the medical care category also declined.

Hospital charges rose .9%, compared to 2.2% in August; semi-private room
charges went up 1.1%, compared to 2.3% ;

operating room charges rose 2.7%,
compared to 3.2% ;

and dental fees increased .6%, compared to 1.5% the month
before.

Social Security Taxes have already quadrupled since self-employed MDs first started

paying them in 1965. Then the ante was 5.4% of the first $4,800 of earnings;

now it is up to 7.9% of the first $13,200. In the next five years, rate hikes

already written in the law will boost the tax another 50% with changes likely

to bring new increases.

A Recent Survey by Medical Economics Magazine shows that physicians enter part-

nership practice for two very good reasons: It is more efficient and more
rewarding. On the average, physicians in partnership see about 30 more
patients a week and net a third more annual income than soloists.

Government Health Programs should not pay for acupuncture, Canada’s provincial

health ministers agreed after a meeting in Toronto. They cited the lack of

knowledge about the technique and some cases of assembly-line clinics.

Slight Increase in the Nation’s Birth Rate was recorded in July, the National Center

for Health Statistics said. During that month, the birth rate was 15.2 births per

1,000 population, about 1% higher than in July, 1973, the NCHS said. For the

first seven months of 1974, the birth rate was 14.6% per 1,000, compared with

14.8% for the same period in 1973.

The General Accounting Office charged that per capita payments for Medicaid

patients enrolled in prepaid health plans in California exceeded average fee-

for-service costs on one of two pilot projects studied. In a report to the Senate

Finance Committee, the GAO also said that Medicaid enrollees in the prepaid

plans “have made many complaints about the quality of medical care,” especi-

ally lack of a personal family physician. About 3% of the Medicaid patients in

fiscal 1972 dropped out of the plans each month with the exception of the

Sacramento Foundation Community Health Plan where the rate was only 0.3%,
a difference attributed by GAO to the fact that the foundation allows most
enrollees to remain with their family physicians. The agency recommended
that the Health, Education, and Welfare Department establish surveillance

mechanisms to insure that costs of health maintenance organizations do not

exceed the cost under fee-for-service.
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

AMA JOURNAL URGES CONGRESS TO
HALT TOBACCO SUBSIDIES

A stern challenge to Congress to halt subsidies

of the tobacco industry is voiced in the Dec. 16

issue of the Journal of the American Medical

Association.

Weldon J. Walker, MD, of the Cardiopulmo-

nary Center of White Memorial Medical Center,

Los Angeles, and member of the JAMA editorial

board, charges:

“Congress is using our tax money, in many
ways, to subsidize increased death and disability

among our citizens, as well as those of the rest

of the world.”

Dr. Walker pointed to the health hazards of

smoking, established ten years ago by the Sur-

geon General’s report on smoking and health, and
re-emphasized many times in the intervening

years by additional hard data.

“When one stops smoking, the increased risk

of death from coronary and peptic ulcer disease

ceases immediately,” he says. The slight dip in

tobacco consumption that followed the Surgeon
General’s report has brought a drop in deaths

from both these diseases.

“This dramatic breakthrough against coronary
disease apparently has resulted chiefly from a

modest reduction in tobacco consumption.”

Dr. Walker said:

1. Congress provides price supports for to-

bacco that have been increased each year during
the past decade. The price support per pound
of tobacco has increased 34 percent since 1964.

2. The percentage of cigarets produced free
of federal tax has increased 7.5 percent to 9 per-
cent during the past decade.

3. The federal tax on tobacco remained vir-

tually unchanged from 1968 to 1973, despite a
38 percent increase in its market value and a 57
percent increase in exports.

4. On Jan. 1, 1974, 14 percent of the tobac-
co stocks in the United States and Puerto Rico
were carried under federal loan support.

5. Additional large sums of federal money
are expended for salaries and the administrative
costs of the tobacco program in the United States,
and to promote its export.

“It has been estimated that $11.5 billion is

spent annually in the United States for health

care costs resulting from cigaret, smoking.

“The Congress that legislated the Health Main-

tenance Organizations, with emphasis on prevent-

ing disease, is spending our money to undercut

the most productive preventive medical effort of

this generation. Congress must re-examine its

policies concerning support of the tobacco in-

dustry.”

In an accompanying editorial, JAMA Editor

Robert H. Moser, M.D., blasted new trends in

cigaret advertising, and declared:

“Walker’s stern challenge to the legislature

should be heeded.”

COMPUTER DATA PROTECTION URGED
FOR CONFIDENTIALITY

A leading computer official, speaking before

a national conference of physicians, lawyers, and
health-care administrators meeting to consider

the use of computers in medicine, warned that

any national health insurance program will have
to be carefully administered to protect the tra-

ditional confidentiality of the doctor-patient re-

lationship.

Robert P. Henderson, vice president of Honey-
well’s North American computer operations, said

a high level of security will be needed to guard
computer data banks established to administer

the health plan. He said it is the responsibility of

computer manufacturers, government agencies,

and the medical community to provide that

security.

“National health insurance cannot operate
without the medical computer,” Henderson said.

“It is the only instrument we have that is able

to cope with the complex administrative func-
tions and massive data requirements of a health
plan covering more than 200 million people.”

But Henderson warned that “unrestricted

encroachment” by the computer into medical rec-

ord-keeping could destroy personal and profes-
sional privacy. He pointed out that medical data
banks contain information that may be sought
by the police, Internal Revenue Service officials,

and Social Security personnel.

Calling the computer an “oft-indicated non-
conspirator,” Henderson said it is incapable of

committing crimes or invading privacy on its
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own. “Our task is to make it impossible for the

real criminals to operate them,” he said.

He pointed to a number of security techniques

available to computer users. These included

coded user-ID cards, special transmission signals

and “rings of protection” to guard sensitive in-

formation. He advised users to build safeguards

into their computers systems at the design stage,

when they are “far more effective and eco-

nomical.”

AMA URGES CAUTION IN PRESCRIBING
DRUGS

The American Medical Association urged

physicians to exercise great caution in prescrib-

ing sleeping pills and tranquilizers that might

lead to drug .abuse and addiction.

“Because of the proliferation of psychoactive

substances, the physician, today more than ever

before, should guard against contributing to drug

abuse through injudicious prescription practices

or by acquiescence to the demand of some

patients for instant chemical .answers to their

problems,” the AMA declared.

The physician should first determine that there

are sound medical indications for using a psy-

choactive drug, such as a sleeping pill or a

tranquilizer. He should then weigh three addi-

tional factors: (1) The severity of symptoms in

terms of the patient’s ability to accommodate
them, (2) The patient’s reliability as a drug

taker, noted through observation and careful

history taking, and (3) The dependence liability

of the drug itself, the AMA said.

The AMA listed ten “points to remember”
for physicians when administering or prescribing

these products

—

1.

Use barbiturates and other sedative-hyp-

notics for relief of severe symptoms, but .avoid

them for minor complaints of distress or dis-

comfort.

2. Attempt to diagnose and treat underlying

disorders before relying on drugs of this class

for symptomatic relief.

3. Assess susceptibility of the patient to drug

abuse before prescribing barbiturates or any

other psychoactive drugs. Weigh benefits against

hazards.

4. Use dosages that will not lower sensory

perception, responsiveness to the environment,

or .alertness below safe levels.

5. Know how to administer barbiturates

when clinically indicated for withdrawal in cases

of drug dependence of the barbiturate type.

6: Using periodic checkups and family con-

sultations, monitor possible development of de-

pendence in patients who are on an extended

sedative-hypnotic regimen.

7. Prescribe no greater quantity of a drug
than is needed until the next checkup.

8. Warn patients to avoid possible adverse

effects because of interaction with other drugs,

including alcohol.

9. Counsel patients as to the proper use of

medication—follow directions on the label, dis-

pose of old medicine no longer needed, keep

medicine out of reach of children, do not “share”

prescription drugs with others.

10. Convey to patients through your own
attitude and manner that drugs, no matter how
helpful, are only one part of an overall plan of

treatment and management.

The statement was prepared by the AMA Com-
mittee on Alcoholism and Drug Dependence, and
approved by the AMA Council on Mental Health

and the AMA Department of Drugs. It is pub-
lished in the current issue of the Journal of the

AMA.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln- Union Third Tuesday of every month
except summer months

Jefferson Third Thursday of every month
LafayetteLafayette Second Tuesday of every month

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

Independenceevery month

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

SEPTEMBER AND OCTOBER 1973 LSMS
JOURNALS NEEDED

The LSMS has exhausted its supply of the Sep-

tember and October 1973 issues of The Journal

of the Louisiana State Medical Society. Members
who have copies of these issues, and no longer

have need for them, are urged to return them to

the Journal office.

ANNOUNCEMENT OF POSTGRADUATE
COURSE

Postgraduate Course in Clinical Gastroenter-

ology and Endoscopy will be held February 9-16,

1975 in Acapulco, Mexico. This will be spon-

sored by the American Society for Gastrointesti-

nal Endoscopy. For information, write to Ver-

non M. Smith, MD, Director, 301 St. Paul Place,

Place, Baltimore, Md. 21202.

POSTGRADUATE COURSE
AMERICAN COLLEGE OF SURGEONS
The third annual Spring Meeting of the Amer-

ican College of Surgeons will be held on April

21-24 at the Hyatt Regency Atlanta and Marriott

Motor Hotel in Atlanta, Georgia.

The main purpose of the meeting will be post-

graduate education, with special emphasis on
eight formal postgraduate courses. The College’s

annual spring meeting is designed to supplement
and complement the offerings of its annual
Clinical Congress.

In addition to the postgraduate courses, there

will be a number of general lectures, panel dis-

cussions, and symposia covering such topics as

minimal breast cancer, gynecology, biliary sur-

gery, inguinal and ventral hernias, and problems

of the thyroid. There will also be audio-visual

presentations.

Fellows of the College whose dues are paid

for 1974, members of the ACS Candidate Group
and surgical residents and interns may register

free of charge. The fee for Fellows whose 1974

dues have not been paid, for applicants for Fel-

lowship and for guest physicians is $55. Non-
Fellows in federal service (fulltime) or those

residing outside the United States or Canada may
register for $30.

Registered nurses and medical students may
attend the general sessions and visit the com-

mercial exhibits free of charge.

The fee for each of the eight postgraduate

courses is $40, regardless of the status of the

person who registers for the course. This fee

includes a manual. Registration for the meeting
is a prerequisite for registering for a postgrad-

uate course. For the first time this year, surgical

residents and surgical interns will be permitted

to register for postgraduate courses.

Fellows of the College will receive official

registration and hotel forms in early January.

Non-Fellows may write to S. Frank Arado,

American College of Surgeons, 55 E. Erie, Chi-

cago, 111. 60611.

CHANGING CONCEPTS IN GASTRIC
ULCER DISEASE: PATHOGENESIS AND

TREATMENT
The above course is sponsored by the Depart-

ment of Continuing Medical Education of Lou-
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isiana State University School of Medicine, New
Orleans, Louisiana, and will be held on April 26,

1975.

Address correspondence to Dr. Gordon Mc-

Hardy, 3638 Saint Charles Avenue, New Orleans,

Louisiana, 70115.

SYMPOSIUM ON GENITOURINARY
RADIOLOGY

May 14-16, 1975

University of Kentucky
Lexington, Kentucky

The Department of Diagnostic Radiology and

the Division of Urology, Department of Surgery,

will present a symposium on Genitourinary Radi-

ology at the Lexington Hilton Inn, May 14-16,

1975. Prior to the meeting, each registrant will

be mailed a set of 2" x 2" slides of unknown
case presentations that demonstrate distinguish-

ing diagnostic characteristics. The program for-

mat will consist of panels analyzing the unknown
cases as well as of formal talks. An outstanding

faculty has been assembled for this symposium.

Registration fee is $225.

For further information and an application

form write: Frank R. Lemon, MD, Office of

Continuing Education, College of Medicine, Uni-

versity of Kentucky, Lexington, Kentucky 40506.

EMERGENCY ROOM MEDICAL-SURGICAL
CARE

Sponsored by

Alton Ochsner Medical Foundation

Charity Hospital at New Orleans

Louisiana State University School of Medicine

Tulane University School of Medicine

April 7-19, 1975

This course in emergency medicine is a two
week course of the lecture-preceptor type. There
will be a series of daily informal morning lec-

tures. These lectures will cover many of the

serious and common emergencies encountered in

the Emergency Room. They will also include

instruction in electrocardiography and practice

reading of electrocardiograms. The physician

will then have daily four hour afternoon or eve-

ning preceptorships. Here he will have the oppor-

tunity of seeing and examining the patient in

the emergency state and witnessing the practical

application of the lecture material. The physi-

cian will also be given practical instruction in

endotracheal intubation, placement of central

venous lines, arterial puncture, the use of moni-
tors and other procedures performed in the

emergency room. He will also have the oppor-

tunity to make rounds in the coronary care unit

and in the intensive care unit.

The course begins with orientation and written

self-assessment examination on material that will

be presented during the two week program and
another examination is given at the end of the

course to give the physician an opportunity to

evaluate his progress during the course.

The American Course of Emergency Physi-

cians has granted 96 hours credit toward its con-

tinuing medical education requirements.

The course will be held April 7 through April

19, 1975 at the Ochsner Foundation Hospital,

1516 Jefferson Highway, New Orleans, Louisi-

ana 70121. Registration limited to 14. Fee
$400.00.

Direct all inquiries to: Division of Education,

Alton Ochsner Medical Foundation, 1514 Jeffer-

son Highway, New Orleans, Louisiana 70121.

PHYSICIAN URGES DEVELOPMENT OF
SIMPLE TESTS FOR DIAGNOSIS OF

“SECONDARY” HIGH BLOOD PRESSURE
The physician in private practice needs fast,

simple, and inexpensive screening tests that will

readily show which high blood pressure patients

have a “secondary” cause for their disease, and
thus require special treatment, J. Woodfin Wil-

son Jr., MD, told a medical gathering in New
Orleans on November 7, 1974.

He called on “the experts, the real scholars

in the field, to develop more practical tests to

determine which patients have secondary hyper-

tension.”

Hypertension is the medical term for high

blood pressure. “Essential” hypertension has no
apparent cause; “secondary” hypertension has a

known cause, such as kidney impairment. Each
form of the disease requires different treatment.

Dr. Wilson, who is Clinical Assistant Profes-

sor of Medicine at the Louisiana State University

School of Medicine in Shreveport, spoke to a

symposium on “Current Concepts of Clinical

Hypertension,” sponsored by the Orleans Parish

Medical Society, the Division of Continuing Edu-
cation of Louisiana State University School of

Medicine in New Orleans, and CIBA Pharma-
ceutical Company, ,as part of its Medical Hori-

zons Postgraduate Education Senes.

COURSE IN LARYNGOLOGY AND
BRONCHOESOPHAGOLOGY
March 17 through 22, 1975

The Department of Otolaryngology, Abraham
Lincoln School of Medicine, University of Illinois

and the Eye and Ear Infirmary of the University

of Illinois Hospital, will conduct a continuing

education course in Laryngology and Broncho-

esophagology March 17 through 25, 1975. The

course is limited to twenty physicians and will
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A powerful lot of people

have been saving at

Eureka since 1 884

2525 Canal Street Phone 822-0650

110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

be under the direction of Paul H. Holinger, MD.
It will be held largely at the Eye and Ear Infir-

mary, 1855 West Taylor Street, Chicago, and

will include visits to a number of other Chicago

hospitals. Instruction will be provided by means
of animal demonstrations and practice in bron-

choscopy and esophagoscopy, diagnostic and sur-

gical clinics, as well as didactic lectures.

Interested physicians will please write directly

to the Department of Otolaryngology, Eye and

Ear Infirmary, 1855 West Taylor Street, Chi-

cago, Illinois 60612.

“SMOKE RING” FAILS TO MAKE
CIGARETS SAFER

The “smoke ring” does not make cigaret smok-

ing safer, says a communication in the June 3

issue of the Journal of the American Medical

Association.

In this instance the smoke ring is not a circle

of smoke blown by a smoker, but a polished,

bevelled metal ring with an inside diameter

slightly less than that of a standard cigaret.

When the cigaret is drawn through the ring, it

is slightly compressed. When removed from the

ring, the cigaret regains its original diameter

but is left with multiple air spaces between the

cigaret paper and the tobacco.

The claim is made that these air spaces reduce

smoke distillation temperature to a point where
measurable reduction in harmful tars is pro-

duced interfering with flavor-giving compounds.

Not so, says William H. Carlyon, PhD, of the

AMA’s Department of Health Education.

“In response to widespread promotion of the

smoke ring in Ohio, the attorney general of that

state asked the National Cancer Institute

whether claims made for the ring were war-
ranted. Gio Gori, PhD, associate scientific direc-

tor of the Cancer Institute, reports that prelimi-

nary testing of the smoke ring has produced no

evidence to support the health claims.”

FOR SALE
PROFESSIONAL OFFICE BUILDING, in good

condition. Ideal for four G. P.'s or Surgeons. 3,271

square feet. Corner lot 100 ft. frontage on South

Ryan. One minute from St. Patrick's Hospital and

ten minutes from Lake Charles Memorial Hospital.

Air-conditioned. Half of space completely fur-

nished for two doctors. Sale price approximately

cost price.

W. G. Fisher, M.D., Lake Charles, Louisiana,

phone 477-9910.

J. Louisiana State M. Soc.
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We Mainline Dreams: The Odyssey House Story;

by Judianne Densen Gerber, Doubleday Co.,

1973, 421 p, $9.95.

No area in contemporary psychiatry is more

controversial and at the same time more impor-

tant than treatment procedures for drug abuse

problems. Despite large sums of federal money

committed to this problem the last few years, the

treatment of illicit drug abuse patients is still

controversial and has afforded no easy answer.

Dr. Gerber’s new book, We Mainline Dreams is

not apt to throw much light on this confusing

area or offer the therapist many new insights.

Nonetheless, this highly emotional and provoca-

tive book makes enjoyable reading and gives both

the professionals and laymen a colorful descrip-

tion of the frustrations and joys involved in build-

ing a new program. Basically, We Mainline

Dreams is not a scientific treatise at all but

rather a biography of a social-psychiatric “move-

ment” and the people who made the movement
work. It is emotional, one-sided, propaganda
oriented, constructed for mass conception and

prone to evoke adherents and followers.

Odyssey House was founded in New York City

in 1966 by a lawyer psychiatrist, Judianne Den-

sen Gerber, and 17 addicts who had worked with

her when she had been assigned to their ward
at Metropolitan Hospital during her psychiatric

residency. Everyone is aware of the remarkable

and rather startling growth of Odyssey which

now controls assets of $3,000,000 and has treat-

ment programs in seven states including a new
facility in New Orleans scheduled to open soon.

Odyssey is a drug free psychiatric oriented

therapeutic community with a program which

takes between 9 to 18 months to complete. Treat-

ment, which is drug free, is based on group con-

frontation among the residents of the therapeutic

community which forces them to face reality,

themselves, peers, and their environment. Using

the psychiatric model, Odyssey considers a per-

son with drug addiction to suffer from a self-

destructive psychological disorder, and it is this

underlying problem Odyssey attempts to treat.

Great emphasis is placed upon personal growth
replacing drug dependency. Odyssey claims 98

percent cure of all its residents who graduate.

This figure, of course, does not reflect the people

who are not accepted or who choose to quit

Odyssey before graduation. Only 50 percent of

all residents admitted to Odyssey House, for ex-

ample, complete the first six months of treatment.

Nonetheless, in the ambiguous field of drug abuse

treatment, Odyssey House has a respectable rec-

ord and has developed interesting programs in the

area of adolescent treatment, gifted resident

programs, programs for pregnant addicts and

addicted parents and children.

We Mainline Dreams is written in the form of

a series of autobiographical sketches by Dr. Ger-

ber and other Odyssey officials many of whom
were patients who rose to the rank of adminis-

trators in the program. The book gives fascinat-

ing insight into the development of a new treat-

ment movement and begins with the author’s own

review of her confrontation with the city of New
York in April of 1971 when she had been charged

with breaking the city building code, by “over-

crowding” a building used by Odyssey House for

the treatment of children. Starting the book in

this manner is the manifestation of the type of

propaganda which prevails in We Mainline

Dreams. Dr. Gerber clearly sees her treatment

facility as having a crusade not just against

heroin addiction but against handicaps of all

kinds which would impede the growth of her pro-

gram. In this respect, it is interesting that her

benediction to this book is written to “all our

enemies for without the constant struggle they

would not have grown”. Other chapters in the

book are biographies and testimonies by various

personnel most of which had made the meta-

morphosis from drug addicts to responsible ad-

ministrators in the Odyssey Program. As one

reads this book you are left with the feelings

that you know intimately these people as Dr.

Gerber’s warm and intimate literary style quickly

establishes rapport with the reader. Somewhat
less fascinating but still informative and useful

are the occasional chapters in the book which deal

directly with Odyssey House policies such as the

induction methods used in initiating new patients,

the chapter on group therapy and the discharge

persons’ group. In these chapters as well as the

rest of the book, the close tie between Odyssey
House policy and basic psychiatric treatment is

emphasized. In its attempt to treat and change
behavior, the Odyssey House does not neglect

basic psychodynamics and shows a healthy medi-

cal respect for schizophrenia and the more dan-

gerous withdrawal symptoms, such as barbiturate

withdrawal.

In summary, We Mainline Dreams makes in-

teresting and provocative reading for a cold win-

ter’s night or a vacation on the beach. It is the

type of book that will be widely read but should

not be considered the definitive scientific answer

for all drug abuse problems.

Gary H. Cohen, MD
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Newer Anti-cancer Drugs and Procedures; edited

by N. Fiorentino. Proceedings of a Seminar in

Clinical Oncology at Padova, Piccin Medical

Books, 1971, 149 pgs, $10.00.

This is a collection of presentations by Italian,

French and English contributors reporting on

various chemotherapeutic agents being used pri-

marily in Phase I-Phase II-type studies. These

studies were apparently fairly uncontrolled; and

in general, most of the studies involved only a

small number of patients. Studies conducted in

the United States already reported in various

journals, have involved larger patient groups.

So far as we can ascertain, one drug, Pep-

ticmo, has not been studied in the United States.

Unfortunately, preclinical and pharmacological

studies of this drug were not presented making
evaluation impossible.

Two things of interest were brought out in

the book, one concerning the treatment of herpes

zoster with Cytosine Arabanazide with good clin-

ical results, and the other, reporting a reversal

of Bleomycin lung toxicity with prednisone.

These investigators reported very little cardiac

toxicity from Adriamycin as has the Clinical On-

cology Group using similar dosage schedules, ie,

small doses administered over a period of time,

in direct opposition to the results obtained using

high single doses as reported from other studies

done in the United States.

Interested readers may find Dr. Sittore’s clos-

ing remarks the “meat” of the whole proceedings.

R. Davilene Carter, MD

Handbook of Pediatrics; by Henry K. Silver

C. Henry Kempf and Henry B. Bruyn. Ed 10,

Lange Medical Publications, 1973, $6.50.

This is a concise and straightforward digest

of the material necessary for the diagnosis and
management of pediatric disorders. As the au-

thors say in their preface, they have stressed,

in previous editions, the clinical aspects of the

subjects covered, but have also included some
pertinent physiological principles and recent ad-

vances.

This 694 page book, printed in six-point type,

is not one to be read through from cover to

cover; but it is an excellent reference which
the pediatrician will find of great use in his

practice.

A list of the table of contents will indicate

the scope of the book: Pediatric History and
Physical Examination; Pediatric Management

During Illness; Development and Growth; Nutri-

tion and Feeding; Fluid & Electrolyte Disorders;

Anti-infective Chemotherapeutic Agents and An-

tibiotic Drugs; Immunization Procedures, Vac-

cines, Antisera, Skin Tests and Blood Products;

The Newborn Infant: Assessment and General

Care; The Newborn Infant: Diseases and Dis-

orders; Emotional Problems; Adolescence; Skin;

Heart; Ear, Nose and Throat; Respiratory Tract;

Gastrointestinal Tract; Blood; Urogenital Sys-

tem; Eye; Bones and Joints; Neuromuscular Dis-

orders; Endocrine and Metabolic Disorders; Neo-

plastic Diseases and Reticuloendotheliosis
;
Infec-

tious Diseases: Viral and Rickettsial, Bacterial

and Spirochetal, Protozoal and Metazoal, Mycotic

;

Allergic Diseases; Collagen Diseases; Pediatric

Emergencies; Poisons and Toxins; and Pediatric

Procedures. In addition to this enormous amount
of information, there is a valuable appendix cov-

ering drug therapy; normal blood chemistry

values; normal values: urine, bone marrow, duo-

denal fluid, feces, sweat, and miscellaneous; nor-

mal peripheral blood values at various age levels;

cerebrospinal fluid in pathologic conditions; lab-

oratory tests; chromosomal disorders; and dif-

ferential diagnosis of symptoms and signs.

Because the book is structured in an orderly,

logical manner, it is an ideal quick reference.

For most illnesses, clinical findings, treatment,

course and prognosis are clearly defined.

I heartily recommend this book for the pedia-

trician’s office, and it should be available in hos-

pital libraries for the pediatric staffs.

Suzanne Schaefer, MD

Immunology, Immunopathology and Immunity; by

Stewart Sell. Harper & Row, Publishers, Ha-

gerstown, Maryland, 1972, $12.95.

The author states that his purpose is to give

an organized, concise, yet meaningful presenta-

tion of immunology, immunopathology and im-

munity, stressing their interrelationships. In this

he has succeeded very well, and I believe that the

book is a very valuable resource for medical stu-

dents and practitioners who have use for a sum-

mary type presentation of current concepts in

these fields. The nature of the subject and its

present status indicate that frequent updating of

the material will be required. There are numer-
ous typographical errors, some serious enough to

cause important misinterpretations.

I would strongly recommend the book as an

auxiliary test for sophomore medical students.

Maria O. Hornung, PhD
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Rehabilitation of the Patient with Infarction

The number of persons with heart and

blood vessel diseases in this country is

very large. Of the more than 27 million

Americans with cardiocirculatory disor-

ders, 4 million have symptomatic coronary

artery disease, and the majority are be-

tween the ages of 45 and 64.

The utilization of coronary care units

has resulted in an increased percentage

of patients who survive an acute myocar-
dial infarction. Approximately 400,000

survivors of acute myocardial infarction

are discharged from hospitals each year.

Therapeutic interest in this group has

centered primarily on medical, electrical

and surgical measures designed to effec-

tively control major factors affecting mor-
bidity and mortality, namely, control of

chest pain, heart failure and rhythm dis-

turbances.

For many years now, it has been ob-

vious that the traditional management of

post-infarction patients should include

measures to rehabilitate them.

Rehabilitation is not a new concept. It

has been greatly neglected in practice and
in undergraduate teaching. All too often,

Dr. Martinez-Lopez is president of the Lou-
isiana Heart Association.
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it is either not considered part of the

therapeutic plan or is invoked as a sep-

arate and much later phase of treatment.

In general, the aim of rehabilitation is

“to encourage the patient to return to as

normal a life as possible as quickly as

possible, and to help him regain an ade-

quate place in society on his own ability”. 1

As it pertains to the post-infarction pa-

tient, rehabilitative measures are specifi-

cally aimed at returning the patient to

that level of physical activity which is

compatible with the functional capacity

of the heart, and at resolving psychologi-

cal and socioeconomic problems. In this

group, failure to return to work is more
often for psychological reasons than for

physical (cardiac) reasons. They repre-

sent rehabilitation failures, and quite

often are “iatrogenic casualties.”

Cardiac rehabilitation must be an in-

tegral part of management. The respon-

sibility for initiating rehabilitation mea-
sures rests squarely on the shoulders of

the physician caring for the patient with
acute myocardial infarction. To be effec-

tive, it must be started in the hospital and
as early as possible, provided there are

no contraindications. Rehabilitative ef-

forts begun six or more months after in-
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farction are frequently unproductive.

Measures to rehabilitate these patients

must be continuous—but not necessarily

perpetual—and flexible. There is no room

for “routine rehabilitation.” Although the

aims should generally be the same, pro-

grams of rehabilitation should be tailored

to the individual patient.

This issue of the Journal is devoted to

the subject of “Rehabilitation of the Pa-

tient with Infarction.” Contributors to

this symposium are recognized experts in

this field, actively engaged in programs

of cardiac rehabilitation. Dr. Wenger dis-

cusses inpatient rehabilitative measures

that can be initiated by the primary phy-

sician and implemented in any community
hospital. Dr. Fletcher presents data which

suggest that outpatient gym exercise pro-

grams may not only improve the physical

condition of the post-infarction patient,

but also may play a role in secondary

prevention. Measures that can be pro-

vided by primary care physicians as well

as by community rehabilitation centers

are covered in Dr. Brock’s presentation.

These presentations should dispel the

myth that “Patients with myocardial in-

farction cannot be rehabilitated.” They
emphasize that rehabilitative measures

are relatively simple to administer and

that they are safe and effective. In addi-

tion, emphasis is placed on the fact that

the physician can objectively and repro-

ducibly evaluate cardiac functional capac-

ity and relate it to job requirements in

the post-infarction period. Finally, the

data presented also indicate that super-

vised outpatient exercise training pro-

grams can improve cardiac function in

properly selected patients with previous

infarction.

We at the Louisiana Heart Association

firmly believe that the time is ripe for

primary care physicians to become con-

versant with and to integrate rehabilita-

tive measures into the management of

their patients with myocardial infarction.

So, read on!

Reference
1. The Council-Newsletter 1:2, 1974
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Rehabilitation after Myocardial Infarction:

The Responsibility of the Primary Physician

• This presentation deals exclusively with the in-hospital aspects of

rehabilitation for the patient after myocardial infarction.

THE rehabilitation approach to the

myocardial infarction patient is

synonymous with a system of compre-

hensive medical care. This approach is

concerned with the assessment, restora-

tion, enhancement and maintenance of

an optimal level of function for the

patient in many spheres—physiologic,

psychologic, socioeconomic, educational

and vocational. Although professionals

from many health care disciplines may
be involved in the rehabilitation process,

the initiation and coordination of reha-

bilitation efforts for the coronary pa-

tient remain the responsibility of the

primary physician. The scope of reha-

bilitation programming involves both

the acute in-hospital aspect and the con-

valescent and long-term care community
phase

;
however, this presentation will

deal exclusively with the in-hospital as-

pects of rehabilitation for the patient

after myocardial infarction.

The two major components of the

acute in-hospital rehabilitation effort

are a program of supervised, progres-

sive, physical activity and a program of

patient and family education. Perhaps

a more intangible component is that of

attitude, the attitude of the entire pro-

fessional staff caring for the patient, an

attitude that emphasizes the expecta-

tion that the patient will survive the

acute illness and return to a normal or

near-normal pattern of living.

The objective of the physical activity

component of the rehabilitation pro-

Dr. Wenger is a professor of medicine (cardi-

ology) Emory University School of Medicine;

Director, Cardiac Clinics, Grady Memorial Hos-

pital, Atlanta, Georgia.
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gram is mainly a palliative one
;

ie, the

program is designed to prevent the de-

conditioning which characteristically re-

sults from prolonged immobilization at

bed rest. This very low-level physical

activity program contrasts in its objec-

tive with the higher level physical activ-

ity program, post hospitalization, which
is designed to enhance cardiac function.

The in-hospital therapeutic exercise pro-

gram also helps counteract the anxiety

and depression which are now recog-

nized, albeit to a variable degree, as

common accompaniments of acute myo-
cardial infarction.

To return to the deconditioning ef-

fects of bed rest, perhaps the most
apparent of the deleterious effects of

immobilization is a decrease in the indi-

vidual’s physical work capacity; even a

normal young adult, put at strict bed
rest for three weeks, sustains a decrease

of 20 to 25 percent in maximal oxygen
uptake, a good index of aerobic physical

work capacity. Additionally, patients

deconditioned by bed rest, when they

initiate physical activity, have a dispro-

portionate tachycardia, together with a

decreased adaptability to change in pos-

ture, manifest as postural hypotension.

These latter two events appear due to a

decrease in the circulating blood vol-

ume, which may decrease by almost a

liter after four weeks of bed rest. Inter-

estingly, the tachycardia and postural

hypotension do not occur in patients

with congestive heart failure who have

been at bed rest for a prolonged period

of time
;
these patients, obviously, do

not have a decrease in their circulating

blood volume. Probably also of impor-
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tance, with the decrease in the circulat-

ing blood volume, the plasma volume

decreases to a greater extent than does

the red blood cell mass, potentially pre-

disposing the patient to thromboembolic

complications. A measurable decrease

in the lung volume and vital capacity

also occurs, but this seems only of clini-

cal importance in the patient with asso-

ciated chronic obstructive pulmonary

disease, where small changes in any

aspect of the oxygen transport mecha-

nism may be of significance. There is a

negative protein, nitrogen, and calcium

balance; we know that surgeons are

concerned with this problem in regard

to wound healing, and perhaps physi-

cians should devote more attention to

this aspect in relation to the healing

process in the heart in acute myocardial

infarction. Finally, after prolonged bed

rest, there is a decrease in muscle

strength, with a muscle losing 10 to 15

percent of its contractile strength per

week of inactivity. The resultant ineffi-

cient muscular pump then demands an

increased amount of oxygen for the

same amount of external work
;
further-

more, the muscle atrophy decreases the

pumping function of the leg muscles,

augmenting the problem of circulatory

stasis.

The physical activity rehabilitation

program is designed to avert these prob-

lems of deconditioning; for the patient

with an uncomplicated myocardial in-

farction, it can begin within the first 24

hours after admission to the Coronary
Care Unit. It is important to emphasize
that patients who have complications of

myocardial infarction— heart failure,

shock, intractable pain or uncontrolled

arrhythmia—require bed rest and are

not candidates for even this low level

of physical activity. The initial physical

activities are of a magnitude of 1 to 2

Mets, ie, 1 to 2 times the resting meta-
bolic rate. These activities include self-

care, such as feeding, shaving, use of

the bedside commode with assistance,

and so forth (Table I). Active and pas-

sive arm and leg exercises are also per-

formed, under supervision; and the pa-

tient may sit on the side of the bed or

in a bedside chair for short periods of

time. A most important aspect to be

emphasized is the monitoring of even

this low level of physical activity, look-

ing for evidence of a disproportionate

physiologic response to the magnitude
of effort, which dictates that the patient

must be returned to a lower level of

activity. These disproportionate re-

sponses include : 1) increased chest pain

or dyspnea; 2) a heart rate greater

than 120/min; 3) increased ST segment
displacement on the electrocardiogram

or coronary care monitor; 4) the ap-

pearance of significant arrhythmias

;

and 5) a fall in systolic blood pressure

of 20 to 30 mm Hg, as the usual response

to physical activity is a slight increase

in systolic blood pressure. If none of

these “warnings” appear, this is evidence

that the patient’s cardiovascular system

can safely tolerate the imposed level of

physical activity.

For the remainder of the hospitaliza-

tion, after transfer from the Coronary
Care Unit, the goal of the supervised,

gradually progressive, physical activity

program is to systematically increase

the level of activity to that which will

enable the patient to care for himself

upon return home. This self-care level

is approximately 2 to 3 Mets, ie, 2 or

3 times the resting metabolic rate.

During the first week after transfer

from the Coronary Care Unit, the pa-

tient is permitted self-care in the room,
to sit in a chair for gradually increasing

time periods, and to continue the super-

vised body motion rhythmic exercises

(Table I). However, a major prescribed

part of the program, both for this and
for the subsequent week, is a walking
program, gradually increasing the dis-

tance walked and the speed of walking.

The supervision of the patient during

physical activity may be done by a
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TABLE 1

14-STEP PROGRAM

Step Exercise Ward Activity Educational & Craft Activity

1 Passive ROM* to all extremi-

ties (5X ea), teach pt active

plantar and dorsiflexion of

ankles to do several times per

day.

Feeding self sitting with bed
rolled up to 45°, trunk and
arms supported by over-bed

table.

Initial interview and brief

orientation to program.

2 Repeat exercises of Step #1. 1. Feeding self. 2. Partial AM
care (washing hands & face,

brushing teeth) in bed. 3.

Dangle legs on side of bed
(IX).

Light recreational activity,

such as reading.

3 Active assistive exercise in

shoulder flexion and elbow
flexion and extension, hip

flexion, extension and rota-

tion, knee flexion and exten-

sion, rotate feet. (4X ea).

1. Begin sitting in chair for

short periods as tolerated, 2X/
day. 2. Bathing whole body.

3. Use of bedside commode.

More detailed explanation of

program. Continue light rec-

reation.

4 Minimal resistance, lying in

bed in above ROM 5X ea. Stif-

fen all muscles to the count of

2, (3X).

1. Increase sitting 3X/day. 2.

Change gown.

Begin explanation of what is

an Ml. Give pt pamphlets to

read, begin craft activity: 1.

leather lacing. 2. Link belt. 3.

Hand sewing, embroidery. 4.

Copper tooling.

5 Moderate resistance in bed at

45° above ROM exercises,

hands on shoulders elbow cir-

cling (5X ea arm).

1. Sitting ad lib. 2. Sitting in

chair at bedside for meals. 3.

Dressing, shaving, combing
hair—sitting down. 4. Walk-
ing in room 2X/day.

Continue education about
healing of heart, reasons for

early restrictions in activity.

6 1. Further resistive exercises

sitting on side of bed, manual
resistance of knee extension

& flexion, (7X ea movement).

2. Walk distance to nearest

bathroom and back, (note if

patient needs assistance).

1. Walk to bathroom, ad lib

if pt can tolerate. 2. Stand

at sink to shave.

Continue craft activity or sup-

ply pt with another one. Pt

may attend group meetings in

a wheelchair for no more
than 1 hour.

7 1. Standing warm-up ex-

ercises: a. Arms in extension

and shoulder abduction, ro-

tate arms together in circles,

(circumduction) 5X ea leg. b.

Stand on toes, 10X. c. May
substitute abduction 5X ea

leg. 2. Walk length of ward
hall (50 ft) and back to room
at average pace.

1. Bathe in tub. 2. Walk to

telephone or sit in waiting

room (IX/day).

1. May walk to group meet-

ings on the same floor.
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TABLE 1 (Continued)

Step Exercise Ward Activity Educational & Craft Activity

8 1. Warm-up exercises: a. Lat-

eral side bending, 5X ea side,

b. Trunk twisting, 5X ea side.

2. Walk 1 16 lengths of hall,

down 1 flight of stairs, take

elevator up.

1. Walk to waiting room 2X/
day. 2. Stay sitting up most

of the day.

Continue all previous craft

and educational activities.

9 1. Warm-up exercises: a. Lat-

eral side bending, 10X ea

side. b. Slight knee bends 10X

with hands on hips. 2. In-

crease walking distance, walk

down 1 flight of stairs.

Continue above activities. Discussion of work simplifica-

tion techniques and pacing of

activities.

10 1. Warm-up exercises: a. Lat-

eral side bending with 1 lb

weight (10X). b. Standing-

leg raising leaning against

wall, 5X ea. 2. Walk 2 lengths

of hall and downstairs, take

elevator up.

Continue all of previous ward
activities.

1. Pt may walk to OT Clinic &
work on craft proj. for Vi hr.

a. Copper tooling; b. Wood-
working; c. Ceramics; d. Small

weaving proj. e. Metal ham-
mering; f. Mosaic tile. 2. Dis-

cussion of what exercises pt

will do at home.

11 1. Warm-up exercises: a. Lat-

eral side bending with 1 lb

weight leaning against wall

10X ea side; b. Standing leg

raising 5X ea. c. Trunk twist-

ing with 1 lb weight 5X ea

side. 2. Repeat part 2 of Step

10.

Continue all of previous ward
activities.

Increase time in OT Clinic to

1 hour.

12 1. Warm-up exercises: a. Lat-

eral side bending with 2 lb

weight 10X. b. Standing—leg
raising leaning against wall,

10X ea. c. Trunk twisting with

2 lb weight, 10X. 2. Walk
down 2 flights of stairs.

Continue all of previous ward
activities.

Continue craft activity with in-

creased resistance.

13 Repeat all exercises of Step

12 .

Continue all of previous ward
activities.

Complete all projects.

14 1. Warm-up exercises: a. Lat-

eral side bending with 2 lb

weight 10X ea side. b. Trunk

twisting with 2 lb weight 10X
ea side. c. Touch toes from

sitting position, 10X. 2. Walk
up flight of 10 stairs and
down.

Continue all of previous ward
activities.

Final instructions about home
activities.

Reproduced from Cardiac Rehabilitation, Summer, 1974 with the kind permission of the authors

and publishers, American Heart Association.
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nurse, an occupational or physical thera-

pist, a physical educator, etc. ; but the

responsibility for the progression of the

patient from one activity level to the

next rests with his physician.

Activities are interspersed with rest

periods. Activity is generally avoided

after meals, and isometric activities

(which disproportionately increase the

blood pressure) are avoided both during

the in-hospital program and during con-

valescence after myocardial infarction.

Again, the safety factors previously

enumerated must be emphasized, name-
ly that any prescribed level of physical

activity should not produce an increase

in chest pain or dyspnea; that there

should not be undue tachycardia (as a

heart rate over 120/min is apt to inter-

fere with ventricular filling and coro-

nary perfusion)
;
that there should not

be myocardial ischemia, as evidenced by

ST segment displacement on the elec-

trocardiogram; that the physical activ-

ity should not produce any significant

arrhythmias; and that there should not

be manifestations of inadequate cardiac

output (evidenced by a fall in systolic

blood pressure) associated with the

physical activity. Using these guide-

lines, about 3,000 patients have partici-

pated, without any untoward events, in

the Grady Memorial Hospital—Emory
University School of Medicine rehabili-

tation program during the past seven to

eight years. This low level physical ac-

tivity program serves as the prelude to

the post-hospital rehabilitation activi-

ties, described by Dr. Brock in the next

paper.

An equally important part of the in-

hospital rehabilitation effort is a pro-

gram of patient and family education

;

this program is designed to provide the

patient with enough information about
his illness and its management to enable

him to assume some degree of responsi-

bility for his own health care. The pa-

tient education curriculum should, there-

fore, include, at a minimum, informa-
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tion concerning nutrition, ie, the restric-

tion of fat, calories or sodium if deemed
necessary, presented with the reasons

for these restrictions and suggestions for

diet implementation, food preparation,

ways to adhere to the diet when eating

in restaurants, etc. The physical activity

component should also be discussed,

with information included as to the ra-

tionale for initial activity restriction, the

concept of gradual progressive activity

within the hospital, and the goals of

the prescribed post-hospital physical

activity program; patients should be

directed to cardiac physical activity pro-

grams in the community and encouraged
to continue their participation. Patients

should not only be advised about cessa-

tion of cigarette smoking, but should be

given the reasons for this recommenda-
tion and referred to anti-smoking group
programs within the community, which
appear to have an acceptably high rate

of success. The patient and family must
be taught about the disease, myocardial
infarction

; but, in order to do so, a

review of the elements of cardiac func-

tion is necessary. The patient should

be taught about atherosclerosis as the

process obstructing the coronary ar-

teries, about muscle death at the time
of myocardial infarction and the subse-

quent process of healing, etc.
;

these

facts should be closely related to the

physical activity level prescription and
other elements of the patient manage-
ment plan. Patients should be taught
about the importance of control of asso-

ciated diseases, particularly modifica-

tion of coronary risk factors, in an
attempt to decrease the incidence of

recurrent acute coronary episodes. It is

very important that they be taught the cor-

rect response to new or recurrent coronary

symptoms, in an attempt to partially

avert the problem of sudden cardiac

death in these patients after they return

home. Finally, they should be taught

about all medications they are to take:

the names, purpose, dosage, and possi-
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ble adverse effects which should be re-

ported to the physician (Table II).

Again, the determination of the edu-

cational program content remains the

responsibility of the physician. How-
ever, many other health care special-

ists—nurses, dietitians, social workers,

occupational and physical therapists,

rehabilitation counsellors, etc.—can ap-

propriately and effectively implement

the teaching program, as well as aid in

the evaluation of its efficacy. The

evaluation should concern the two goals

or objectives of an educational program,

the informational objective and the be-

havioral objective. That is to say, first,

has the patient learned the material pre-

sented
;
and, if this information has been

acquired, has he been able to use it in

implementing recommendations regard-

ing his health care.

Patient-family education groups or

TABLE II

PATIENT EDUCATION PROGRAM
PROBLEM: MYOCARDIAL INFARCTION

Content
Date and
Teacher

Need For
Further
Teaching
Yes No Comments

Adaptation

to

Disease

(Area

and

Clinic)

1. Normal Anatomy
and Physiology
of Heart

2. Development
of ASHD

3. Heart Attack

A. Risk Factors

1. General
Discussion

2. Those which
apply to pt.

(list below)

a)

b)

c)

d)

B. Warning Signs

C. Healing Stages
Relation to
Activity

4. Personal
Response
to M. 1.

A. Group
Discussion

B. Individual
Conference

Figure 1. A section of the Patient Education Program form for Myocardial Infarction. Only one section of the

form is shown. The entire form, or algorithm, includes: (1) Adjustment to I.C.U., (2) Adjustment to Transfer

from Unit, (3) Adaptation to Disease (used for remainder of hospitalization and in the clinic), (4) Plans for

Post hospitalization Care, (5) Other Areas of Teaching Covered (pacemaker, diabetes, etc.) and (6) Education

Materials given to Patient (includes a checklist of items).

Reproduced from Cardiovascular Nursing, May-June, 1974, with the kind permission of the

authors and publishers, American Heart Association.
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classes have been found very useful in

communicating the basic information

;

patients appear to learn more readily

in a group setting, seem less anxious

about the learning and often can rein-

force the information presented by shar-

ing their approach to various problems

with other patients. The basic informa-

tion presented in the group or class must

be supplemented by individual instruc-

tion for each patient’s particular prob-

lems.

Audiovisual materials are of great

help in teaching, and an information

booklet or packet should be prepared

to serve as a reminder to the patient

and his family about the information

presented after he returns home.

What should be the primary physi-

cian’s expectations of results of a reha-

bilitation program for his myocardial

infarction patients? It is hoped that

prevention of the deconditioning effects

of prolonged immobilization, and dimi-

nution of the problems of anxiety and

depression should enable a more rapid

return to normal living patterns and to

work. Additionally, there appears to be

a reduction of the economic burden on

the patient, his family, and the com-

munity because of the potentially short-

er hospital stay, the lesser need for con-

valescent care once the patient returns

home, and his ability to more readily

return to work. The secondary preven-

tion program, ie, modification of coro-

nary risk factors, is hoped to reduce the

risk of subsequent coronary events. And
finally, the program offers an improve-

ment in the quality of life for the ap-

proximately 400,000 acute myocardial

infarction patients who are discharged

each year from hospitals in the United

States.
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In Pursuit of an Optimal Recovery

after Myocardial Infarction

• The extent to which a person recovers after Ml depends in part

upon the quality of the rehabilitation treatment and services

offered. Elsewhere in this journal, description of inpatient pro-

gramming is provided.

L. LORING BROCK, MD
Denver

FOR an optimal recovery, it is impor-

tant that the concepts and techniques

begin as early as possible in the hospital.

By the same token, it is equally important

that they continue in the post-hospital

period. Many good beginnings in the hos-

pital are erased when the patient goes

home only to find that he is not as strong

as he thought he was and not as sure

of himself; and he is often forced to cope

with unpleasant situations. These may be

chronic preexisting situations which he

formerly could handle with authority or

they may be new problems with which he

has had no experience. In any event, he

must now take his heart condition into

consideration as he attempts to cope with

problems. He is aware of, but unequipped

to quantitate, the level of physical and

emotional stress permissible. It is thus

during these next two months that much
guidance is needed; this includes physical

reconditioning, education, and socio-voca-

tional counseling.

Physical reconditioning is a consistent

need for post-MI patients. Hopefully, an
inpatient program will have helped to re-

duce the degree of deconditioning or loss

of function. The more deconditioned a

patient is, the greater the demand a given

work load puts on the heart. Thus recon-

ditioning improves the total functional

capacity of the body, and any given ac-

tivity calls upon a smaller percentage of

the individual’s capacity ! His cardiac out-

put for a given job is reduced because

Dr. Brock is director, Cardiac Rehabilitation

Unit of Colorado Heart Association at Spalding

Rehabilitation Center, Denver, Colorado 80218.
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he uses his output more efficiently.

His heart rate and blood pressure re-

sponses are less and his myocardial oxy-

gen needs are less, both at rest and exer-

cise. The recovery of function (or as the

patient refers to it, “strength”) is the

most potent antidote for depression; and

the combination of recovery of function

and confidence reduces the likelihood of

the patient making unnecessary and oft-

times disadvantageous changes in his way
of life. On the other hand, aspects of his

lifestyle, which are destructive, may be

modified in an attempt to reduce the risk

of recurrence of acute events (secondary

prevention). Traditional risk factors of

cigarette smoking, elevated lipids and hy-

pertension are joined by less well studied

but probably important factors of obesity,

insufficient regular exercise and psycho-

logical stress.

Prescription

Method I

Physical reconditioning, in order to be

both safe and effective, can not be left en-

tirely up to the patient’s instincts, nor

the presence or absence of ill-defined

symptoms. He needs to be given specific

advice, and progressive advice unless re-

sponses warrant restraint. This can be

handled from the doctor's office on a

strictly empirical basis but it should be

specific. For instance, four weeks after

an MI, the patient who has not been in

“power failure” in the hospital and who
is having minimal CV symptoms and

signs, can walk 1/2 mile per day at a

speed of 2 mph on the level, not against

the wind, and avoiding temperature ex-
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tremes; he accomplishes this by walking

the measured distance in 15 minutes. If

he develops symptoms he can stop and

rest, and perhaps allow 20 minutes the

next day. If symptoms continue they

should be defined by his doctor before

proceeding.

If on the other hand symptoms do not

develop, he should take the walks twice

a day during the second week. If he

tolerates this well, after two to three days

he should stretch out the distance, still at

2 mph, thus covering 3/4 to 1 mile in 22

to 30 minutes. At this point in time, he

should see the doctor. The next step is

to increase the speed to 2.5 mph by re-

ducing the mile from 30 to 24 minutes.

This is probably best done by cutting off

1 minute per walk during the next six

walks. The same process applies on the

next step to 3 mph. In general, the prin-

ciple is to increase the duration first by

increasing the distance, then increase the

speed by shortening the time. At the end
of eight weeks, most patients in their

middle years will be walking at 3 mph, or

a mile in 20 minutes. This is a practical

commitment in terms of time and bene-

fits and should be built into their life-

styles.

In the early stages of reconditioning,

the benefits come more rapidly than later,

due to the low functional condition of the

patient to begin with. A continued but

less rapid improvement is provided over

the months to come, and at higher work
loads. The principles remain the same,
increasing duration and then speed; though
2 to 3 miles a day, 3 to 5 times a week
is probably adequate for maintenance
When the patient reaches 4 mph, or a

mile in 15 minutes, he usually feels bet-

ter jogging part of the time, ie, walk-jog.

The minimum duration for the exercise

should be 15 minutes, plus 3 to 4 minutes
warm up and cool off at lower levels of

exercise.

The exercise prescription should be con-

templated as precisely as any form of

therapy, having both beneficial and toxic

levels. The prescription should include:

1) Frequency of the exercise;

2) Duration of the exercise;

3) Type of the exercise;

4) Intensity of the exercise;

5) Environment of the exercise; and

6) What to do in case of toxic re-

actions.

Method II

Most of these decisions can be made
without further information beyond the

physician’s office. The aspect of intensity

can be improved upon by objective exer-

cise testing. The simplest method is to

have the patient get up and down on an
8" step 12 to 15 times per minute, watch-

ing for pain and dyspnea, and listening

immediately afterwards for heart rate, ar-

rhythmias and gallops. Adding an electro-

cardiogram during and/or after the exer-

cise provides greater sensitivity of the

test. Adding an oscilloscope, multiple

levels of exercise, and blood pressure mea-

surements (if such are available) round

out the information. Multistage tests can

be done with steps of varying levels and

stepping rates, motor driven treadmills

with variable speeds and grades, and bi-

cycle ergometer with variable precision

work load settings. The choice of instru-

ment depends on space and funds with

step, bicycle and treadmill falling in that

order of increasing cost and space. On
the other hand, they are in reverse

order from the standpoint of ease of usage

and information. The tests are being done

in the doctor’s office or hospital. The
results can be translated from the test to

the prescription. At four weeks after an

infarction and/or vein bypass surgery,

perhaps 5 to 10 percent will reveal un-

stable rhythms, ischemic ECG responses,

blunted heart rate or blood pressure

responses, or gallop rhythms or murmurs
not evident at rest. Identifying this more
vulnerable group allows greater safety in

their prescription; conversely it releases
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the other 90 percent for greater intensity

and benefits of exercise therapy.

The experience in the Colorado Heart

Association program at Spalding Rehabili-

tation Center in Denver suggests the

use of the substandard Balke test for

treadmills, bicycles, or steps for cardiac

rehabilitation beginning four weeks after

the onset of an acute MI. Further details

can be obtained in the following Heart

Association booklets:

“Exercise Equivalents” — Colorado

Heart Association.

“Exercise Testing” — Tennessee Heart

Association.

“Exercise Testing and Training” —
American Heart Association.

“Guidelines for Cardiac Rehabilitation

Units”—American Heart Association (in

preparation)

.

Table I shows the stepwise increments

of exercise testing work load (Balke) ap-

propriate for determining an exercise pre-

scription for cardiacs.

Thus if a patient is tested to 2 mph, 7.5

percent grade, oxygen uptake (demand)
14 ml/kgm/min, heart rate 115, the pre-

scription might read walking on level at

2.5 mph, or 1/2 mile in 12 minutes, oxy-

gen uptake (demand) 10.5 ml/kgm/min,
heart rate 100 to 105. The same kind of

TABLE l

(2 MINUTES AT EACH WORK LOAD)

Workload (% Grade) REST
Ch Uptake (Ml/Kg/Min) 3.5

METS 1

TREADMILL AT
0 2i/

2 5

7.0 9.3 11.7

2 2.66 3.33

2 MPH
7 Vs

14.0

4

10

16.3

4.66

121/2

18.7

5.33

15

21.0

6.0

171/z

23.3

6.66

20

25.7

7.33

22.5

28

8

BICYCLE ERGOMETER
Workload (KgM/Min) No Resist. 75 150 225 300 375 450 600 750 900 1200

0 2 Uptake (Ml/Min) 1.5 MET 450 600 750 900 1050 1200 1500 1800 2100 2700

Ch Uptake (Ml/Kg/Min)
1. 50 kg 5.2 9 12 15 18 21 25 30 36 42 54

2. 60 kg 5.2 7.5 10 12.5 15 17.5 20 25 30 35 45

3. 70 kg 5.2 6.4 8.6 10.7 12.9 15 17.1 21.4 25.7 30 38.6

4. 80 kg 5.2 5. 7.5 9.4 11.3 13.1 15 18.8 22.5 26.2 33.8

STEPS—

8

Rate of Stepping/minute

Work load 10 15 20 25 30 35 40 45 50
METS 3 4 5 6 7 8 9 10 11

O 2 Uptake (Ml/Kg/Min) 10.5 14 17.5 21 24.5 28 31.5 35 39

If lower workload desired, use 4" steps.

If smaller increments desired, increases of less than 5 steps/minute may be used.

ENDPOINTS (Suggested for stopping test) : WALKING—by prescription

Pathological

—

angina, arrhythmia, EKG

—

Minutes Oxygen
ischemic ST deviation of 1 mm or conduc- for Uptake

tion disturbance. MPH Ft. Min. Sec./lOO ft. 1 mile Ml/Kgm/Min. METS

Target Heart Rate—-60 to 70 percent of
Rest — — — 3.5 1

age adjusted maximum (Exercise Equiva-
1.0 88 68 60 5.5 1.5

lents)

.

1.5 132 45 45 7 2

2.0 176 34 30 9 2.5
Age Adjusted Maximal Heart Rate 2.5 220 27 24 10.5 3

Age 60% 70% 100% 3.0 264 23 20 12.5 3.5

65 92 107 153
3.5 310 20 17 14 4

60 96 111 159
4.0 352 17 15 16 4.5

55 100 115 165
4.5 396 15 13.3 20 5.5

50 103 119 171
5.0 440 13 12 24.5 7

45 106 124 176
5.5 485 12 11 28 8

40 109 128 182
6.0 529 11 10 31.5 9

35 113 132 188
30 116 136 194

TRANSFERENCE:
Prescription should start out at 75 per-

cent of the testing level, and heart rate 10
to 15 beats below tested.
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equivalent transfer can be made from

and/or to a bicycle or stepping test and

treatment.

Method III

A third, and most comprehensive type

of rehabilitation approach is an organized,

supervised program. This can be set up

in any sized community where there is an

interested physician. The facility, equip-

ment, and expertise will vary pending-

availability, interest, and funding. A large

metropolitan center may develop working-

arrangements with suburban or rural com-

munity programs.

At the present, the most commonly

available and used spaces are physical

therapy or other hospital areas, school

gyms, YMCA, or other developed loca-

tions. Equipment may be minimal, es-

pecially if adequate walking- and game
space is available. Treadmills, bicycles,

steps, rowing and other arm ergometers

available are specially useful where space

is limited.

Expertise includes the physician direc-

tor, usually a nurse, and a physiotherapist

or physical educator. The physician trains

and supervises the team. As the team

gets more experienced, the physician can

withdraw his actual time allotment in cer-

tain areas of the treatment. He may then

concentrate more on the initial and final

evaluations of the patients; but he needs

to be immediately available in case of a

complication in the treatment room.

The exercise prescription is developed

by a combination of clinical and testing-

methods as described above. The clinical

parameters that we have found most rele-

vant are as follows:

1. Age of the patient;

2. Extent of the myocardial damage;

3. Complications during the acute

stage, especially shock and failure;

4. Amount of time since onset of acute

illness;

5. Continuing symptoms since dis-

charge;

6. Physical findings: Enlargement, ar-

rhythmias, gallops, murmurs;

7. Previous exercise interest and ex-

periences; and

8. Judgment of the patient.

The program may be divided into two

phases; the initial reconditioning and re-

habilitation phase should begin 4 to 6

weeks after MI and should extend 8 to

12 weeks, and the ongoing health enhance-

ment phase thereafter. The patients should

be evaluated initially, be treated three

times weekly, and then reevaluated at the

end of the initial phase and at 6 to 12-

month intervals thereafter. Although each

patient has his own individual prescrip-

tion of work load and target heart rate,

the group therapy effect on patients and

family is profound.

Advantages of an Organized
Community Exercise Program

for Cardiacs

1. Provides regularly scheduled exer-

cise treatment, starting early (four

weeks) after MI or surgery;

2. A specific, individualized exercise

prescription can be determined by direct

monitoring of responses to low level exer-

cise testing;

3. Patients who develop abnormal re-

sponses can be identified and treated at

appropriate work loads and with appro-

priate drug therapy. The majority, who
do not develop such manifestations can

be liberalized and progress faster;

4. Should a complication occur, some
form of assistance could be readily avail-

able. The type of assistance would de-

pend upon what was available in the par-

ticular community;

5. Weather, or extremes of tempera-
ture, humidity, and wind is controlled; and

6. Group therapy effects on patients

and spouses are ofttimes profound and

reassuring.

Summary
Undoubtedly, the combination of recov-

ery of function, social intercourse, and
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proper counseling provides a positive at-

titude and the most potent antidote for

depression and disability. Few who could

return to work or play fail to under these

circumstances. Many return to work with-

out such a program; but returning to work
physically fit and confident is a big dif-

ference from being soft and diffident.

Herein lies the difference in the quality

of rehabilitation. Just returning to work
becomes an obsolete goal, albeit a criterion

or hallmark; we can provide better prepa-

ration. Many patients settle for a level

of recovery that they never would have

had to accept because currently available

and tested approaches were not available.

Don’t tell the patient “you are going to

have to learn to live with your problem”

(weakness and depression) unless you have

done everything to help him overcome it.

The physician or physicians working with

the program will be impressed, just as

the patients are, with the level of recov-

ery of function and confidence of the pa-

tients and their families. It may not lend

itself to the scientific research methods
of “controlled” studies, inasmuch as the

variables in patients and their environ-

ments are legion and the endpoints are

not as finite as death or reinfarction;

but then you won’t need statistical analy-

sis to prove its value if the individual pa-

tient’s welfare is your goal. “Try it, you’ll

like it.”
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Outpatient Gym Exercise and Risk Factor.

Modification for Patients with Recent Myocardial

Infarction: Methodology and Results in a

Community Program*

• This report presents the follow-up results in a group of patients

who have participated in an outpatient gym exercise program and

discusses the methodology and

multiple risk factor modification.

I
N a preliminary report 1 in 1974 we
described the initial results of an

outpatient gym exercise program for

patients with recent myocardial infarc-

tion. At that time a number of clinical

studies28 had reported safe and bene-

ficial results from exercise therapy in

patients with coronary heart disease. In

the interim, more studies910 have been
reported indicating the beneficial ef-

fects of exercise in the primary and sec-

ondary prevention of coronary athero-

sclerotic cardiovascular disease.

This report presents the follow-up

results in a group of patients who have
participated in an outpatient gym exer-

cise program and discusses the method-
ology and value of a concurrent effort

of multiple risk factor modification.

Materials and Methods

Patients were evaluated for the car-

diac exercise program after receipt of

a written clinical summary of hospitali-

zation and referral from their individ-

From the Department of Medicine, Georgia
Baptist Hospital, Atlanta.

t Director of internal medicine, Georgia Bap-
tist Hospital; and associate professor in medicine
(cardiology), Emory University School of Medi-
cine, Atlanta.

-1- Associate director of cardiac rehabilitation,
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in medicine (cardiology), Emory University
School of Medicine, Atlanta.

Request for reprints to Gerald F. Fletcher, MD,
300 Boulevard, N.E., Atlanta, Georgia 30312.

value of a concurrent effort of

GERALD F. FLETCHER, MDf
JOHN D. CANTWELL, MD$

Atlanta

ual private physicians. This occurred at

least ten weeks after myocardial infarc-

tion. No one was admitted to the pro-

gram with persistent complicating dys-

rhythmias, heart failure, evidence of

ventricular dysfunction, or a complicat-

ing systemic illness such as uncontrolled

diabetes mellitus or obstructive lung

disease. Angina pectoris was not con-

sidered a disqualifying complication.

Some patients were receiving antiangi-

nal medications such as nitrates and
beta blocking agents that could affect

exercise performance; however, there

was no change of medications during

the program (between testing periods)

except for less-frequent use of short-

acting nitrates in several patients. Can-
didates for the program were evaluated

by the team of physicians, physician’s

assistants, and nurses in charge of the

rehabilitation program.

On the initial evaluation visit, a brief

history and physical examination in-

cluding careful precordial palpation and
auscultation were done. Emphasis was
placed on a coronary risk factor profile

to include history of hypertension, smok-
ing, and family history of coronary dis-

ease. Subjects were then submitted to

a baseline resting electrocardiogram

that was reviewed by the physician, fol-

lowed by a submaximal treadmill exer-

cise test (as a measure of exercise ca-

pacity) with oxygen consumption stud-
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ies at rest and with exercise. Patients

who were receiving medications con-

tinued these during their testing periods.

The method of exercise testing involved

a motor-driven treadmill at a constant

speed of 2 mph with incremental eleva-

„ tion of the slope. 11 Additional evalua-

tion included body composition analysis

(by the skin fold technique) and record-

ing of body weight.

The patient was then scheduled for

the second part of his evaluation exer-

cise program to be done one day later.

Spirometric tests for evaluation of pul-

monary function, and blood studies for

lipid profile (including serum choles-

terol and triglyceride determinations)

were performed. Blood chemistry de-

terminations were done to include glu-

cose and uric acid levels. All blood

studies were done in the fasting state

—

12 to 14 hours after the last meal. At
this visit, the patient was informed of

his official acceptance to the program
(unless the evaluation revealed some of

the aforementioned complications that

required evaluation by the private phy-

sician) and any further questions re-

garding the program were answered by
the staff for him or his family. As the

final part of the second evaluation, the

subject was given a tour of the hospital

gymnasium facility.

The gymnasium utilized in the pro-

gram is a 19,500 sq ft building housing

a full-size basketball court that can also

be utilized for volleyball activity. There
are spectator stands adjacent to the

court with seating capacity for 500 per-

sons. A 30 x 60 ft swimming pool, Ping-

Pong area (two tables) a four lane

bowling alley, and areas for shuffle-

board and indoor horseshoes are also

utilized. The exercise sequence for the

subjects involves classes on Monday,
Wednesday and Friday (45 minutes per

class). A class meets at 3:30, 4:15 and
5 :00 p.m. on each of these days. Each
session is divided into a 15 minute pe-

riod each of walk-jog sequence, calis-
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thenics, and team sports such as volley-

ball; the specifics of each of these

periods are described elsewhere 11 and the

walk-jog sequence is described in table

form elsewhere. 11 The sequence serves

only as a guideline and is modified indi-

vidually according to the subject’s exer-

cise testing performance. The level of

exercise in each of these categories is

determined by individual prescriptions

for each patient by the program direc-

tor based on the initial work load at-

tained in testing, heart rate, blood

pressure, and S-T segment response.

Prescriptions are altered and increased

according to the subject’s exercise heart

rate, time in the program and rate of

conditioning. At each session, the nurse

or technologist checks and records the

patient’s resting blood pressure. At this

time, the physician, nurse, physician’s

assistant, or technologist has the oppor-

tunity to talk briefly with the patient in

order to detect any obvious acute emo-

tional or physical change; specific note

is made of symptoms of discomfort in

the chest, dizziness, faintness, or palpi-

tation. The daily exercise may be omit-

ted or decreased accordingly. The pa-

tient, himself, then checks and records

his own heart rate by radial or carotid

palpation before and after each 15 min-

ute exercise period.

In addition to medical personnel

trained in cardiopulmonary resuscita-

tion, the gym is equipped with closed-

circuit television monitoring from the

swimming pool, Ping-Pong area, and
volleyball court, with a central receiving

set in the gym office. Cardiopulmonary
resuscitation equipment (including air-

way, defibrillator, ECG machine, and
manual ventilatory assist bag) as well

as cardiac drugs are located on an emer-

gency cart. Both a litter and a wheel-

chair are available in the gym for

patient transportation to the hospital

emergency room which is only a five-

minute walk from the gym.

All patients admitted to the program
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understand that they are to have sub-

sequent testing (identical to that on

entering the program) at three-month

intervals for at least six months. The

subjects are also given initial instruc-

tion on coronary risk factor modification

and, as their study results return, if

indicated, they are given private or

group instruction on dietary modifica-

tion for the purpose of alleviating coro-

nary risk factors such as smoking, ab-

normal lipid patterns and control of

hypertension. Educational conferences

are also held weekly for the patients

and their families by physicians, nurses,

dietitians, social workers, and chaplains.

At the six-month point in the pro-

gram, the subjects are given the choice

of continuing in the hospital program
or are given an exercise prescription by

which to continue their individual pro-

grams at home or at some other facility.

After the six-month testing, patients are

submitted to only repeat exercise test-

ing every six months as a method of

follow-up evaluation. At the end of the

three-month and the six-month periods,

the patient’s private physician receives

a written progress report.

For the last two years, more specific

efforts have been undertaken in patient

and family education involving multiple

coronary risk factors. These efforts in-

volve utilization of American Heart As-

sociation literature (pamphlets) along

with individual and group counseling

on dietary alteration, cigarette smoking
and high blood pressure in order to

effect changes in these coronary risk

factors. In addition, other material from
the American Heart Association and
standard texts along with 35 mm slides

and 16 mm movies are used to teach

cardiopulmonary resuscitation and the

proper use of cardiac drugs such as

nitroglycerin, digitalis and beta block-

ing agents.

Results

From January, 1971 through April,

1974, 230 patients were enrolled in the

MODIFICATION—FLETCHER, ET AL

program after having qualified through

evaluation and testing. Ninety-eight

patients have completed six months of

training with an overall average of 70

percent attendance. Of these 98, 91

are male and 7 are female
;

all are

white. The age range is from 35 to 70

years with a mean age of 50.6 years.

Forty-one subjects had anterior myo-

cardial infarction by ECG, 50 had in-

ferior infarction and 7 had subendocar-

dial infarction. Thirteen additional pa-

tients dropped out of the program prior

to three months but cooperated in re-

turning for follow-up studies.

Data were calculated on the 98 pa-

tients who completed six or more months
of the training program as well as on

the 13 who dropped out. All exercise

testing data were recorded for the same
heart rate endpoint. There was an in-

crease in mean exercise oxygen con-

sumption in ml/kg/min from 15.6 (ini-

tial) to 18.4 at three-month testing

(p < 0.01) and subsequently from 18.4

(three-month) to 19.2 at six-month test-

ing. There was also an increase in

mean submaximal treadmill test time

from 11.5 minutes (initial) to 16.7 min-

utes at three months (p < 0.01) and from
16.7 at three months to 19.5 minutes at

six-month testing (p < 0.01). The exer-

cise quotient (systolic blood pressure in

millimeters of mercury x heart rate in

beats per minute divided by treadmill

test time in minutes) decreased from a

mean of 2289.1 (initially) to 1361.2 at

three months (p < 0.01) and subsequent-

ly from 1361.2 at three months to 1191.1

at six months (p < 0.05). These data on

oxygen consumption, exercise quotient

and treadmill test time are seen in Fig 1.

The mean resting systolic blood pres-

sure decreased from 129.0 mmHg (ini-

tially) to 119.9 at three months (p <
0.01) but rose slightly from 119.9 at

three months to 123.2 at six months.

The mean peak exercise systolic blood

pressure decreased from 156.9 mmHg
initially to 147.9 at three-months testing
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TIME

Fig 1. Graph showing changes in mean oxy-

gen consumption, exercise quotient and treadmill

test time in the trained subjects from the initial

to the three and six months’ testing.

(p < o .05) and subsequently increased

slightly from 147.9 (three months) to

154.8 at six months. The mean immedi-

ately after exercise systolic blood pres-

sure decreased from 149.5 mmHg (ini-

tially) to 145.2 at three months (p <
0.05) but increased from 145.2 at three

months to 149.3 at six months (p <
0.05). The mean diastolic blood pres-

sure at rest decreased from 85.6 mmHg
(initially) to 81.7 at three months

(p < 0.05) and from that point to 81.5

at six months. The exercise diastolic

pressure decreased from 84.4 mmHg
(initially) to 79.1 at three months (p <
0.05) but remained the same at six

months. The mean immediately after

exercise diastolic blood pressure in-

creased from 79.6 mmHg (initially) to

83.3 at three months (p < 0.05) but

remained essentially the same from
three months to six months. The three

minutes after exercise pressure re-

mained the same in follow-up testing

—

both in systole and diastole.

The mean resting heart rate in beats

per minute decreased from 78.6 (initial-

ly) to 74.8 at three months (p < 0.05)

and then to 74.3 at six months. Exercise

and post exercise testing heart rate did

not change significantly during the six-

month training period.

With regard to other studies, there

was essentially no change in the mean
body weight, serum cholesterol and uric

acid. However, the mean serum trigly-

cerides decreased from 214.4 mgm/dl
initially to 181.23 mgm/dl at three-

months testing and subsequently to

169.0 mgm/dl at six months (See Fig 2).

There was a significant change in trigly-

ceride levels from initial to three months

(P < 0 .05) and from initial to six

months (p < 0.01).
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Fig 2. Graph showing changes in the mean
body weight, serum cholesterol, triglycerides and

uric acid in the trained subjects from the initial

to the three and six months’ testing.

Of 81 cigarette smokers, 68 percent

(55 of 81) stopped from initial to six-

month testing. There were no deaths

and no recurrent infarctions, and 95 per-

cent (93 of 98) of the group are gain-

fully employed.

Of 13 patients who dropped out of

the program within the first three

weeks, treadmill test times increased

significantly on retesting three months
after the baseline study (mean of 11.3

minutes to 15.8 minutes (p < 0.05)).

However, the oxygen consumption did

not change significantly nor were there

significant changes in triglyceride, cho-

lesterol and exercise pressure-rate prod-
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uct. In addition, only 54 percent are

gainfully employed. Reasons for drop-

ping out included work conflicts in

seven, unrelated medical problems in

three and lack of interest in three.

Discussion

In addition to previous reports28 and

our preliminary report, other data con-

tinue to be reported regarding the

safety, efficiency and benefit of proper-

ly prescribed dynamic exercise in pa-

tients with coronary atherosclerotic car-

diovascular disease. Carruthers and

Taggart0 have recently reported results

of a study at the City Gymnasium in

London indicating that greatly improved

cardiorespiratory fitness and reduction

in lipid levels can be obtained in mid-

dle-aged business executives and pa-

tients undergoing cardiac rehabilitation.

This was done by as little as 15 minutes

of exercise two or three times each

week. Morris, et al, 10 have recently

assessed the leisure-time activities of

British Civil Servants. They found that

half an hour of “vigorous” activity per

weekend, defined as over 50 percent of

maximum oxygen consumption, reduced

the incidence of heart attack to a third

of that in the inactive control popu-

lation.

One of the most notable and signifi-

cant results of our follow-up study is

the improvement in submaximal oxygen

consumption as seen in Fig 1. These

data reflect that the most impressive

training effect seems to be in the first

three months. A similar trend is seen

with the treadmill test time and exercise

quotient. These latter data show a sig-

nificant change both at three and six

months with the greatest change in

mean values occurring in the first three-

months period of training. The value,

perhaps, of the effectiveness of train-

ing being seen as early as three months

is that some patients may need only this

three-month period of supervised train-

ing in order to obtain the desired level

of long-term and safe exercise prescrip-

tion. Therefore, earlier “graduation”

from the program to an unsupervised

home or community program would be

both feasible and safe for selected pa-

tients. A more rapid turnover of such

patients would make facilities more

available for others as these programs

become popular.

It is felt that with the addition of the

aforementioned multiple coronary risk

factor modification techniques to the

gym training program that a more ef-

fective result in secondary prevention

will be obtained in the post-infarction

patients. Whether or not this will sig-

nificantly affect the ultimate morbidity

and mortality of patients with recent

myocardial infarction remains to be

seen when a group of comparable con-

trol patients are followed along with the

patients in training for a period of sev-

eral years. Regardless, exercise train-

ing for myocardial infarction patients

is safe and beneficial as manifested by

increased oxygen consumption and
treadmill test time and decreased heart

rate—blood pressure product as indices

of improved exercise capacity and is

associated with beneficial changes in

triglyceride levels and smoking habits.
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Aneurysm of Left Ventricle

UNUSUAL configuration of the car-

diac outline in radiographs of the

chest should raise the suspicion of ven-

tricular aneurysm. The left border of

the heart is the area in which an altered

contour can most easily be identified.

Instead of the normal, gently bulging

contour, the left cardiac border shows

a localized convexity which widens the

transverse measurement and may even

result in a somewhat angulated or

peaked border. If studied by fluoros-

copy, the area of localized bulge may
reveal paradoxical motion. While the

ventricle contracts and moves inward,

the localized bulge (the aneurysmal seg-

ment) fails to contract and may actual-

ly move outward—due to outward ex-

pansion of the diseased myocardial seg-

ment while the normal myocardium con-

tracts during systole.

Report of Case

A 53-year-old man from Florida was admitted

to Ochsner Foundation Hospital in March of

1974. He gave a history of occlusion of the an-

terior descending coronary artery in 1972 with

severe myocardial infarction. He was hospital-

ized for several weeks. After discharge he had
some residual chest discomfort and easy fatiga-

bility for several months. An x-ray film in

March of 1972 had suggested possible ventricular

aneurysm. When seen in 1974, he had developed

further symptoms and had a definite aneurysm
of the left ventricle. Radiographs (Figs 1 and 2)

show enlargement of the heart and a character-

istic bulge of the left heart border. Paradoxical
pulsations were present.
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gery,! Alton Ochsner Medical Foundation and
Ochsner Clinic, New Orleans.
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Fig 1. Radiograph shows large heart with

prominent bulge in contour of left ventricle.

The aneurysm was resected and the patient

returned home and back to work within a month.

Discussion

Ischemic heart disease is very com-

mon in the United States and is usually

associated with arteriosclerosis of the

coronary arteries. When myocardial in-

farction occurs, a segment of the myo-

cardium may be severely damaged. The

incidence of resulting aneurysm of the

myocardium is disputed. Most are said

to start development within two weeks

and to involve primarily the left ven-

tricle. 1 Kurtzman and Lofstrom 2 be-

lieved that a localized bump could be

visualized in about 10 to 20 percent of

patients after an episode of infarction.

Most involve the left lateral or antero-

lateral aspect of the left ventricular

portion of the heart. Frontal radio-
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Fig 2. Lateral radiograph shows the increased

opacity of heart and upward bulge in ventricular

segment.

graphs usually show the abnormal seg-

ment, but oblique views may help to

demonstrate it better in some cases.

Fluoroscopy may aid by identification

of localized abnormal pulsation during

the cardiac cycle.

Differential diagnosis is most apt to

present problems when the aneurysm is

large. Rheumatic heart disease, cardio-

myopathy, cardiac tumors, large peri-

cardial cysts, adjacent pleural tumor,

and pulmonary neoplasms are the most

likely sources of confusion. Adequate

roentgenograms and careful fluoroscopy

should permit a proper diagnosis, es-

pecially if there is a clear history of

prior coronary occlusion and myocardial

infarction. Angiocardiography or coro-

nary arteriography is useful if the di-

agnosis is in doubt, or if surgical ther-

apy is contemplated.
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Acute Rheumatic Fever

Dr. Marion Hargrove: (a) There is a

relationship between infection with

Group A streptococcus and two impor-

tant diseases, acute rheumatic fever and
a common type of acute glomerulonephri-

tis. In both instances, there is an im-

munologic response by the host which
eventually makes him sick. Apart from
this similarity, the two diseases prob-

ably are produced quite differently.

In acute post-streptococcal glomerulo-

nephritis the antigen, which is related to

the infecting organism, combines in the

circulation with an antibody produced
by the host. This complex is not direct-

ed at the kidney as a specific target but
appears to be filtered from the circula-

tion, attaches to the glomerular base-

ment membrane in irregular deposits,

binds complement and injures the glo-

merulus. In effect, the disease produced
in the kidney is similar to those prob-

lems which have been labeled “the inno-

cent bystander phenomenon.”

The pathogenesis of acute rheumatic
fever is much more complex and there

is less agreement about the mechanism
of injury of the heart. Some host fac-

tors are involved, possibly antistrepto-

coccal antibodies develop which damage
the heart by attaching to the sarcolem-
ma as a mistake in immunologic iden-

tity. The exact explanation is not well

understood at this time but is probably
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different from the mechanism resulting

in the renal disease that we call acute

glomerulonephritis and must involve

many factors.

One reason for the great interest in

rheumatic fever is that it leads to a

common type of heart disease which is

entirely preventable. Understanding it

is difficult since the disease is limited to

humans and there is no laboratory

model for investigators to study. An-
other difficulty is that the major car-

diac manifestations are often delayed

10 to 30 years after the initial clinical

episode. Furthermore, the diagnosis is

a clinical one since we lack specific

tests for acute rheumatic fever.

The risk of acute rheumatic fever has

appeared to be about 3 percent in some
series of untreated streptococcal phar-

yngitis. In practice, it is probably lower.

The annual incidence of rheumatic
fever has declined steadily throughout
this century. The explanation is un-

known. Antibiotics have made a con-

tribution but the decline began prior

to their introduction. The clinical pic-

ture appears to have changed in that

the manifestations of acute attacks of-

ten are not as severe as they were earlier

this century, and a slightly older age
group is affected.

Case Report

Dr. Malian G. Morgan: (b) M.P.R., a

14-year-old mentally retarded Negro
girl, was brought to the hospital on July

13, 1974 by her mother. She had been

(b) Cardiology fellow; Clinical associate in med-
icine.
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in good health except for missing her

last two menstrual periods. Two months

before admission, she developed pro-

gressive swelling of her feet, legs and

abdomen. There was no history of car-

diac disease or murmur. A chest x-ray

in 1965 showed only increased bron-

chovascular markings in both lungs.

She was not in acute distress at the

time of admission but was agitated and

generally uncooperative. Blood pres-

sure was 104/60 ;
pulse was 130 per

minute and regular; and respiratory

rate was 22 per minute. The pharynx
was normal. The neck veins were dis-

tended with an estimated central venous

pressure of 10 to 15 cm of water and a

positive hepato-jugular reflux. The
apex impulse was diffuse and was
located at the 6th left intercostal space

in the anterior axillary line. There was
a grade II/VI holosystolic murmur at

the apex. A right and left sided S3 and
S4 were present. S2 was. loud and sin-

gle. The liver was tender and palpable

three finger breadths below the right

costal margin. There was 3-f- pretibial

edema in both lower extremities.

An electrocardiogram demonstrated

sinus tachycardia, first degree heart

block and left atrial enlargement. A
chest roentgenogram showed massive

cardiomegaly and engorged vasculature

compatible with congestive heart fail-

ure. Electrolytes were normal, and the

white count was 7,100. The patient’s

hemoglobin was 8.8 gm per 100 ml; and
hematocrit was 29.9 percent. The ane-

mia was ultimately found to be secon-

dary to iron deficiency. The urinalysis

was normal. A throat culture grew nor-

mal flora. The uncorrected sedimenta-

tion rate was 42 mm per hour. RA latex

agglutination was negative. The ASO
titer was 166 Todd units on three occa-

sions 11 days apart. Multiple blood cul-

tures on five different dates were nega-

tive. All other laboratory data, includ-

ing hemoglobin electrophoresis, serum

complement levels and leptospirosis ag-

glutination were within normal limits.

An echocardiogram revealed in-

creased mitral valve excursion with a

slightly decreased EF slope, left atrial

enlargement and left ventricular hyper-

trophy. Cardiac catheterization on July

30, 1974 demonstrated elevated pul-

monary capillary wedge pressure and
active pulmonary hypertension.

The temperature was elevated to

104° F intermittently during the first

four hospital days. The patient was
given penicillin because of the possibil-

ity of pneumonia. The temperature fell

the next day to the level of 99 to 100°

F and remained there for the remainder
of her hospital stay. She was also

given salicylates, digitalis and diuretics.

There was much improvement. She was
discharged August 2, 1974. Mild pre-

tibial edema was observed at a clinic

visit on August 16, 1974. She did not

permit a thorough examination but was
thought to be doing well.

She was found dead in bed (at home)
at 6:00 a.m. on August 31, 1974. There
had been no changes in her condition

the previous day.

Pathological Examination

Dr. Albert G. Smith :
<c) At autopsy,

there were 100 ml of clear yellow fluid

in each pleural space and 100 ml of

similar fluid in the pericardial sac. The
heart was enlarged and weighed 500
gm. The margins of the mitral valve

were covered with thin friable fibrinous

vegetations, and there was a friable clot

in the right auricle measuring 11/2 x 1 x
1 cm. Microscopically, the myocardium
contained many Aschoff nodules (Fig

1) composed of areas of collagen degen-
eration, numerous Anitschkow’s myo-
cytes and some degeneration of portions

of adjacent myocardial fibers. Even a

mass of acellular amorphous collagenous

material was present in the left ven-

(c) Professor and head, Department of Pathol-

ogy.
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tricle. Aschoff nodules were found in

the subendocardium, and masses of col-

lagen degeneration were present at the

bases and in the leaflets of the mitral

valve. The changes present were con-

sistent with disease of several months’

duration. The left lung weighed 550

gms, and the right lung weighed 700

gms. Thrombi were not present in the

larger arteries, but were found in the

small arterial branches to the lower lobe

of the right lung. In other areas of the

right and left lower lobes, there were
massive infiltrates with polymorpho-
nuclear cells with foci of necrosis. All

portions of the lungs had alveolar spaces

in which some hemosiderin laden macro-
phages were present.

Fig 1. Hemotoxylin and eosin stain (magni-

fied x 100) of the myocardium demonstrating

Aschoff bodies.

In the liver, there was severe chronic

passive congestion with fatty change of

centrilobular parenchymal cells. The kid-

neys were grossly congested and some hy-

percellularity of the glomeruli was pres-

ent, produced mostly by the presence of

polymorphonuclear cells with possibly

some minimal epithelial cell proliferation

(Fig 2) . Anatomical diagnoses were: acute

rheumatic pancarditis with involvement of

the mitral valve and mitral verrucal endo-

cardiosis; thrombus, right auricular ap-

pendage; severe chronic passive conges-

tion, both lungs, with infarct right lower

lobe; acute bronchitis and necrotizing

pneumonia, bilateral
;
pleural and peri-

cardial effusions; severe chronic pas-

sive congestion of the liver with fatty

change of central parenchymal cells;

glomerulitis
;
and congestion of the kid-

neys.

Fig 2. Hemotoxylin and eosin stain (magni-

fied x 150) of the kidney. There is hyper-

nuclearity of the glomerulus primarily from an

increase in polymorphonuclear cells.

Discussion

Dr. Stephen P. Glasser: (d) Florid

acute rheumatic fever with classical

migratory polyarthritis and a high tem-

perature has become a rarity in the

more economically advanced nations.

Instead, the arthritis most often involves

one joint, arthralgia alone is common,
and carditis usually develops in patients

who do not have chorea or joint involve-

ment. 1

Since 1944, the diagnosis of acute

rheumatic fever has been based on cri-

teria established by T. Duckett Jones, 2

commonly known as the Jones criteria.

Although these criteria have held firm

and fast over the years, they have been
modified twice

;
the final change was

made in 1965. 34 Two major or one
major and two minor criteria are neces-

sary to make the diagnosis of acute
rheumatic fever. One should realize

that the Jones criteria are not absolutely

diagnostic and that the fulfillment of

(d) Associate professor of medicine; Chief of

cardiology.
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the criteria only indicates a high prob-

ability of the presence of rheumatic

fever.

In one large series of patients with

acute rheumatic fever the reported inci-

dence of carditis was 40 to 50 percent. 5

However, most large series include chil-

dren as a primary group. This skews

the presentation toward carditis since

the incidence of carditis decreases stead-

ily with age. At age 3 to 6, for instance,

the incidence of carditis is 50 percent,

while at age 14 to 17 it is 32 percent.

The four manifestations of carditis are

:

(1) the presence of a murmur which

occurs in at least 98 percent of cases of

carditis and is virtually the sine qua non
for the diagnosis of carditis; (2) cardi-

omegaly secondary to myocardial in-

flammation; (3) congestive heart fail-

ure; and (4) pericarditis.

There are only three murmurs which

have significance in the diagnosis of

acute rheumatic fever. The apical sys-

tolic murmur of mitral regurgitation is

the most common and occurs in about

70 percent of cases of rheumatic cardi-

tis. It was formerly thought to be sec-

ondary to left ventricular dilatation
;
but

this became an untenable explanation

because of cases of mild carditis with

mitral regurgitation. Recently, Kalbain 6

suggested that the mechanism was re-

lated to papillary muscle dysfunction.

The second most common murmur is

that of aortic regurgitation which occurs

in approximately 15 percent, a combina-
tion of the two murmurs making up the

remaining 15 percent. However, a

third “murmur” is also associated with

the carditis of rheumatic fever and is a

middiastolic apical murmur—the Carey
Coombs murmur. It may simulate mitral

stenosis (a murmur that occurs as a

result of prior rheumatic carditis)
;
but

the absence of a loud S, or opening snap
distinguishes it from valvular mitral

stenosis. The Carey Coombs murmur
may be the result of a vibratory S3 or

summation gallop or may be secondary

to turbulence of blood as flow occurs

across an acutely inflamed, edematous

mitral valve.

Cardiomegaly and congestive heart

failure are a result of the myocarditis

and occur in 54 percent and 5-10 per-

cent, respectively. Congestive heart fail-

ure is most frequent in children under

the age of five and in those patients with

an insidious onset to their disease. Peri-

carditis is clinically present in less than

10 percent although it is almost always

found at postmortem examination of

patients who die with acute rheumatic

fever. It rarely occurs as an isolated

finding and effusions are generally

small.

The patient reported here had first

degree heart block. The exact mecha-
nism of delayed AV conduction in acute

rheumatic fever is not known. However,
it is not a specific manifestation of

rheumatic fever as it also has been re-

ported in patients following a strepto-

coccal sore throat and scarlet fever in

the absence of permanent cardiac dam-
age. 56 Indeed, contrary to popular be-

lief, it is probably not even related to

myocardial inflammation and cannot be

correlated with other signs of rheumatic

activity or with prognosis. Since atro-

pine has been observed to shorten the

PR interval, it may simply be due to

heightened vagal tone. Occasional pa-

tients may progress to Wenckebach type

of second degree heart block or AV dis-

sociation.

Dr. Richard W. Light :
(e) A consider-

ation in this patient was rheumatic

pneumonitis. It appears to be a distinct

entity; but there has been some debate

on this point in the literature. It occurs

in patients with active rheumatic car-

ditis and is characterized by unremitting

tachypnea, diffuse progressive pulmo-
nary consolidation, and unresponsive-

ness to steroid and antibiotic therapy. 7

It usually terminates in death. Postmor-

< e >Assistant professor of medicine, Pulmonary
Section.
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tem findings include dry, dark red lungs

of rubbery consistency. Microscopically

there is marked congestion, severe fi-

brinous alveolitis, and Masson bodies in

the terminal air ducts. This seems to be

quite distinct from the clinical picture

in the patient under discussion today.

The occurrence of the pulmonary em-

bolism and the resultant pulmonary
infarction in this patient underscore the

necessity of considering pulmonary em-

bolism in all patients with right heart

failure. In a recent study from Israel, 8

over 2,000 consecutive autopsies were

analyzed. Pulmonary emboli were
found in 353 patients

;
but the diagnosis

had been suspected antemortem in only

117. Conversely, of 310 patients with

the clinical diagnosis of pulmonary em-
bolism, only 118 patients had the diag-

nosis confirmed at autopsy. All patients

with right heart failure without obvious

cause should probably have lung scans

as a screening test for pulmonary em-
boli. Serum enzyme analysis has not

proved sufficiently sensitive to serve as

a routine screening test.

The occurrence of pulmonary emboli

from the right heart in patients with

rheumatic heart disease who are not in

atrial fibrillation is uncommon but does

occur. Usually the emboli are small and
arise from the valves affected by the

rheumatic process. However, in rare

instances, the emboli arise from endo-
cardial lesions, such as were found in

the right atrial appendage in this case.

It is important to remember that pul-

monary emboli may arise from the right

side of the heart, since therapeutic in-

tervention directed towards the inferior

vena cava will not be beneficial unless

the emboli arise below the inferior vena
cava.

Dr. James W. Johnson: (f) Glomerular
involvement of the kidney in association

with rheumatic fever is best considered
from two viewpoints—that of acute

,f
) Associate professor of medicine; Chief of

nephrology.
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glomerulonephritis with acute rheumat-

ic fever and that of glomerulopathy

with long-standing rheumatic heart dis-

ease. The association of classic acute

glomerulonephritis with acute rheumat-
ic fever is rare. In a study conducted
over a six-year period in Trinidad, Pot-

ter, et al, 9 concluded that acute glomer-

ulonephritis and acute rheumatic fever

rarely, if ever, occurred in the same indi-

vidual after the same streptococcal in-

fection. In this population group, epi-

demics due to strains of nephritogenic

streptococci were followed by an in-

creased incidence of acute glomerulone-

phritis without any appreciable effect

on the incidence of acute rheumatic
fever. These investigators also found
that skin infections caused by strepto-

coccal organisms frequently preceded
acute glomerulonephritis, while noting

that acute rheumatic fever appeared to

be limited to the sequelae of strepto-

coccal infections of the respiratory tract.

Freedman, et al,
10 reported on a large

group of patients with streptococcal in-

fections who developed a variety of

signs and symptoms attributable to

renal involvement. Although vague
muscle and joint pains were frequently

presenting features in these patients, in

none was it possible to establish the

definitive diagnosis of rheumatic fever.

Moreover, in those patients with a defi-

nite past history of rheumatic fever,

none experienced an exacerbation of

rheumatic fever as a result of the strep-

tococcal infection which resulted in

renal involvement. So from the clinical,

epidemiologic, and microbiologic view-

points there is reason to believe that

acute rheumatic fever and acute glo-

merulonephritis rarely are coincidental

events.

The association of various forms of

glomerular abnormalities with rheumat-

ic heart disease of long duration is less

clear. Roseman, et al, 11 reported glo-

merular hypercellularity in about 20

percent of autopsied patients with rheu-
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matic heart disease. The histologic

changes were mainly those of mesangial

hypercellularity with an increase in the

amount of mesangial matrix. These

changes were not distinguishable from

those seen in 25 percent of patients

dying with chronic lung disease. Since

these abnormalities were not present in

an age matched group of control autop-

sies, the idea of increased right ventric-

ular pressure being responsible for these

changes was proposed. It should be

emphasized that none of these changes
were pathognomonic of any specific

etiologic forms of glomerulopathy. It

should also be noted that in this group

of patients there was neither clinical nor

laboratory findings indicative of glo-

merular disease. Proteinuria and uri-

nary sediment abnormalities were pres-

ent with about equal frequency in the

rheumatic fever patients whether they

had histologic glomerular involvement

or not. It was suggested that all of

these urinary findings could well be

accounted for on the basis of congestive

heart failure. Thus, these histologic ab-

normalities which are sometimes seen

in patients dying with. chronic rheumatic
heart disease are of uncertain signifi-

cance. Very little is known concerning

the responsible mechanisms and there

is no good correlation between these

histologic abnormalities and any fea-

tures of the clinical disease or any char-

acteristic laboratory findings. From the

clinical viewpoint, glomerulonephritis is

not a very significant accompaniment of

either acute rheumatic fever or estab-

lished rheumatic heart disease.

Dr. Burton C. West: (s) The interrela-

tionship of sore throats, Group A strep-

tococcal pharyngeal infections, and rises

in serum antibody to streptococcal prod-
ucts are complex. Acute rheumatic
fever (ARF) occurs in a small group of

persons all of whom have rises in one
or another of the antistreptococcal anti-

(s) Assistant professor of medicine; Chief, In-

fectious Diseases Section.
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bodies (although many may be required

to prove this), but only some of whom
have sore throats or positive throat cul-

tures for Group A beta-hemolytic strep-

tococci.

Only Group A beta-hemolytic strepto-

cocci have been shown to “cause” ARF.
What is beta hemolysis ? Streptococci

are routinely best identified on sheep

blood agar. Alpha hemolysis is green or

partial hemolysis of the red blood cells

in the agar, characteristic of the non-

typed Streptococcus viridctns species.

Gamma hemolysis is actually the ab-

sence of hemolysis, and in fact is not

hemolysis at all. Beta hemolysis is com-
plete or clear hemolysis and is one im-

portant characteristic of Group A strep-

tococci, but is not a sufficient definition.

What is Group A? Thirteen groups (A
to O) have been identified by group
specific carbohydrates according to

Lancefield’s methods. Of the groups
pathogenic for man, Groups A, B, F,

and G are always beta-hemolytic, while

Groups C, D (enterococci), H, K, and O
are sometimes beta-hemolytic. Only
Group A strains have been incriminated

as rheumatogenic. Furthermore, very

few non-Group A beta-hemolytic strep-

tococci are associated with pharyngitis.

Thus, beta hemolysis on a throat culture

plate is a clinically useful index of pre-

sumption of Group A and an indication

to treat. The throat culture is a superb

means of determining which cases of

pharyngitis to expose to the risks of

penicillin sensitization. 15 Adenovirus, ex-

udative pharyngitis, infectious mononu-
cleosis and diphtheria can simulate

streptococcal pharyngitis, although pen-

icillin is not the treatment of choice for

any of them (adjunctive only in diph-

theria). Furthermore, eradication of

Group A beta-hemolytic streptococci

from the pharynx can prevent ARF if

treatment is started 24 to 48 hours after

the onset of the symptomatic pharyn-

gitis as well as if given at the onset.

Of interest is that ARF can be prevented

•J. Louisiana State M. Soc.
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in over 40 percent of likely victims if

treatment of streptococcal pharyngitis

is administered three weeks after the

onset of the sore throat. Optimal treat-

ment is benzathine penicillin, 1.2 mega-

units intramuscularly. Occasionally for

social or economic reasons, treatment is

administered before throat cultures are

available. Some physicians prefer to use

erythromycin while awaiting culture re-

sults. If there is no chance the patient

will return and my quite fallible clinical

judgment suggests symptomatic strep-

tococcal pharyngitis, I take the risk of

exposing him to penicillin and give ben-

zathine penicillin. 13

Pyoderma strains of Group A beta-

hemolytic streptococci have not been in-

criminated in ARF. 14 It is still not clear

if pyoderma strains can “cause” ARF
when they are present in the throat.

Just what is it about the throat or the

rheumatogenic streptococci that causes

ARF? In brief, it is still unknown, de-

spite intimate knowledge of many com-

ponents and products of the strepto-

cocci. 14 '15 Further classification of Group
A streptococci has been based on the

M and T antigens in the cell wall. Over
60 types are known separable on the

basis of their M antigens. The M pro-

tein is associated with virulence; it is

antiphagocytic, being toxic for leuko-

cytes and platelets, and thereby (pre-

sumably) enhances tissue invasiveness

of Group A streptococci. Although sin-

gle M types have been associated with

epidemic pharyngitis16 and specific cases

of ARF have been related to a specific

M type, no overall pattern of rheumato-
genicity has yet emerged from M-typing.

Why was this patient’s antistreptoly-

sin O titre negative? Only 85 percent

of streptococcal infections are followed

by a rise in ASLO. Hence she probably
falls into the negative 15 percent. Other
antibodies to streptococcal products are

measurable. A promising practical

means is a slide agglutination test

combining five antistreptococcal exoen-
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zyme antibodies : the Streptozyme®
test (Wampole Laboratories, Stamford,

CT.). This test is not yet clinically avail-

able at our institution.

I have no doubt that this patient had
ARF despite our lack of confirmation

of an antecedent Group A beta-hemo-
lytic streptococcal pharyngitis. The ab-

scence of streptococci on throat culture

was either secondary to an inadequate
collection because of the patient’s poor

cooperation or the natural elimination

of streptococci from the pharynx prior

to hospital admission. Conceivable but
less likely is that this same interval of

unknown length witnessed a rise and
fall in the ASLO titre

;
more likely is

that she fits into the 15 percent of pa-

tients who have no ASLO rise following

streptococcal infection. Fortunately and
for unrelated reasons, she received a

course of penicillin.
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

STEPHEN P. GLASSER, MD
Shreveport

The patient whose electrocardiogram is shown below was a 21-year-old Negro
with chest pain. Physical examination was normal.

s
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AND
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Coordinated Planning Services—chosen by the

Louisiana State Medical Society as Official Admin-
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By LEON M. LANGLEY, JR.

Physicians’ Fees Kept Pace with the rest of the economy during the month of Octo-

ber, rising 0.9%, the same as the Consumer Price Index (CPI) for all goods

and services, according to the U. S. Bureau of Labor Statistics. Inflationary

pressures continued to decline in October, since the increase in not only the

CPI but also the cost of medical services and physicians’ fees slackened for the

second month in a row. The cost of all medical care rose 0.7% during October,

slower than the 1.0% rise in September and the 1.5% recorded in August.

Proposed Out-of-Court Settlement would pay $37,500 to each participant still living

who contracted syphilis in a 40-year-old government study of the long-range

effects of the disease on black men in Macon, Ga. Each living participant

who did not get the disease would receive $15,000, and the estate of each

syphilitic participant who died would receive $15,000. Estate of each non-

syphilitic participant now dead would receive $5,000. If approved by the U. S.

attorney general, payments would settle $1. 8-billion class-action suit.

A U. S. District Court in Los Angeles has granted class-action status to a suit

demanding reinstatement of CHAMPUS (Civilian Health and Medical Pro-

gram for the Uniformed Services) funds for children with learning difficulties.

If the plaintiffs win the case, the government might have to reimburse special

education costs families have paid since August 31, 1973, when CHAMPUS
dropped coverage of learning programs.

The First Survey of Deafness in the United States in 40 years has found that the

impairment is twice as prevalent among Americans as was previously believed.

According to the conclusions of a survey by the National Census of the Deaf
Population, hearing impairment, including deafness, is the most commonly occur-

ring chronic disability in the country.

A Statement of Current AMA Priorities, submitted by the Board of Trustees after

a review of the first complete cycle of the Association’s long range planning

program, was recently adopted by the House of Delegates at the Clinical Con-

vention in Portland. The priorities will be one element in the 1975 planning

cycle. The basic priority, the Board said, is further development of a federa-

tion that is “structurally resilient, financially independent, scientifically respect-

ed, and supported by a participating membership.” A national organization

with these characteristics is needed to meet the “threat of a monolithic health

care system which would place the quality and quantity of medical care under

budgetary control in Washington and which would deprive physicians of cer-

tain civil and professional freedoms.” To strengthen the AMA Federation, the

statement called for closer ties with medical societies, including fast two-way
communication, working parties involving state, county and specialty societies,

and expanded services to the societies
;
greater involvement by individual mem-

bers at all levels of the federation; a “financially self-reliant central organiza-

tion . . . equipped with an expert staff capable of anticipation, initiative, and
quick response.”
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

LSMS MEETING NOTICE
A meeting of the Executive Committee of the

Louisiana State Medical Society will be held on

Thursday, April 3, 1975, beginning- at 10:00

a.m. at the Society headquarters.

NARRATIVE SUMMARY
LSMS EXECUTIVE COMMITTEE MEETING

December 28, 1974

A special meeting of the LSMS Executive

Committee was held on December 28, 1974. The
purpose of the meeting was to formulate policy

regarding certification and utilization review, in

view of the new federal regulations which will

become effective February 1, 1975.

Present at the meeting were 1

: H. H. Hardy, Jr.,

MD, President; F. Michael Smith, Jr., MD, Pres-

ident-Elect; Thomas Y. Gladney, MD, First Vice-

President; Arthur G. Kleinschmidt, Jr., MD, Sec-

ond Vice-President; James H. Stewart, MD, Im-

mediate Past President; Maurice E. St. Martin,

MD, Chairman, House of Delegates; H. Ashton
Thomas, MD, Secretary-Treasurer; Lawrence D.

Kavanagh, MD, First District Councilor; Robert

L. diBenedetto, MD, Sixth District Councilor;

T. E. Banks, MD, Eighth District Councilor; Gor-

don W. Peek, MD, AMA Delegate; Frank J.

Jones, MD, AMA Alternate Delegate; Eugene C.

St. Martin, MD, AMA Alternate Delegate
;
Frank

A. Riddick, Jr., MD, AMA Alternate Delegate; J.

Paul Perret, Associate Secretary-Treasurer; Dor-

othy Maher, Staff Secretary; Karen Kehoe, Staff

Secretary.

The following amended resolutions were adopt-

ed at the meeting:

Subject: Fiscal Vis-a-Vis Quality

Standards

WHEREAS, in 1965 the Federal government
adopted programs to finance medical and health

care costs for certain groups of citizens, and

WHEREAS, these and other programs by the
Federal government have had a severe inflation-

ary impact on health care costs, and

WHEREAS, the Federal government has failed
to exercise realistic measures in applying cost
containment to these programs, and

WHEREAS, the Louisiana State Medical So-
ciety believes most recent action by the Federal

government at cost containment, through Pro-

fessional Standards Review Organizations, will

also fail, and

WHEREAS, PSRO carries with it certain po-

tential for far-reaching adverse effects upon the

quality of medical care in this nation and upon
the professional freedom of physicians, now
therefore be it

RESOLVED, that the Louisiana State Medical
Society, on this, the 28th day of December, 1974,
does

1) Hereby recognize that any “norms”,
standards”, “profiles”, or “criteria” by what-

ever name, by whomever authored, have become,
and will continue to be, 'primarily “yardsticks”
or instruments for measurement of fiscal con-
cern.

2 ) Hereby renounce that such said standards,
can, in and of themselves, be valid measure-
ments of quality. Quality of health care ren-
dered by professional providers of services is

often an abstract, imprecise, variable entity that
can rarely lend itself to codified documentation.

Subject: Medical Audit

WHEREAS, various groups have evolved
mechanisms for medical audit

( Quality Assur-
ance Program, Trustee-Administrator-Physician,
Hospital Admission Survey Program, Profession-
al Activity Study/Medical Audit Program, Utah
Professional Review Organization, etc.) by con-
structing parameters which are allegedly ap-
propriate, and

WHEREAS, quality of health care rendered
by professional providers of services is often an
abstract, imprecise, variable entity that can rare-
ly lend itself to codified documentation, and
WHEREAS, such “norms”, “standards”, “cri-

teria” and “profiles” are primarily concerned
with fiscal matters, and

WHEREAS, such “norms”, “standards”, “cri-
teria and “profiles” may lend themselves to

misinterpretation by plaintiff attorneys and the
courts as representing valid measurements of
quality, and

WHEREAS, physicians embrace assessment of

quality of medical care, but will not subvert
considerations of quality to fiscal concerns, there-

fore be it

RESOLVED, that the Louisiana State Medi-
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cal Society rejects the concepts of QAP, TAP,

HASP, PAS/MAP, UPRO, etc. as presently con-

structed and strongly urges its membership to

oppose the implementation of such programs by

their hospital staffs.

Subject: Certification and Utilization

Review

WHEREAS, the Professional Standards Re-

view Organizations law and the recent Code of

Federal Regulations (Federal Register) have al-

tered the role of physicians in the' treatment of

hospital patients, therefore be it

RESOLVED, this 28th day of December, 1974,

by the Louisiana State Medical Society, that it

strongly urges its members thusly:

Since Certification and Utilization Review es-

tablish contractural relationships which provide

for compliance with PSRO-type “standards”,

“norms” and “criteria”, the Louisiana State

Medical Society strongly urges that its members

not participate in such Certification and/or Uti-

lization Review.

HIGHLIGHTS OF HOUSE OF
DELEGATES ACTIONS

American Medical Association

28th Clinical Convention

Portland, Oregon
November 30-December 4, 1974

A mandatory, special assessment of $60 for

AMA members was approved by the House of

Delegates at the 28th Clinical Convention in

Portland. The assessment, effective Jan. 1, 1975,

for AMA members excluding students, interns

and residents, is expected to improve immedi-

ate cash-flow problems and help build up de-

pleted financial reserves.

Rejecting a $90 dues increase proposed by

the Board of Trustees, Delegates instead called

for a Special Committee' of the' House to study

the dues issue and report back at the 1975

Annual Meeting.

Meeting for a total of 16 hours and 40 min-

utes, one third of it devoted to AMA finances

and related issues, the House acted on 77 re-

ports and 68 resolutions for a total of 145 items

of business.

In addition to taking a positive step to rem-

edy immediate financial problems of the AMA,
the House adopted several measures to improve'

housestaff participation in the Association, head-

ing off a possible defection. (For more infor-

mation on these and other topics, see “Associa-

tion and Internal Matters of the House.”

Elections

Bernard J. Pisani, MD, New York, N. Y., was
re-elected to a three-year term on the Coordinat-

ing Council on Medical Education.

Presentation of Awards

Benjamin Rush Bicentennial Award—Robert

Parker, MD, from Montgomery, Alabama, was
awarded the Dr. Rodman E. Sheen and Thomas
G. Sheen Benjamin Rush Bicentennial Award
for Citizenship and Public Service. Presented by
Dr. Malcolm C. Todd, AMA President, the award
consists of a plaque and a $5,000 honorarium.

Dr. Parker, a pediatrician who has practiced

medicine in Alabama for 45 years and who has

served in numerous civic and community ca-

pacities, said the $5,000 honorarium, along with

a matching sum of his own, will be presented

to his hometown YMCA.
The award was established a year ago through

a bequest in the will of Thomas G. Sheen in

honor of his brother, Rodman E. Sheen, a phy-

sician. It is named for Dr. Rush, one of the

four physicians who signed the Declaration of

Independence.

Distinguished Service Aivard—William R. Wil-

lard, MD, DPH, Moundville, Ala., Dean of the

College of Community Health Sciences at the

University of Alabama, was selected by the

House as the recipient of the Distinguished Ser-

vice Award.

Dr. Willard has served on medical school fac-

ulties at Yale University, the State University

of New York’s Upstate Medical Center at Syra-

cuse, and at the' University of Kentucky. In

1970 he received the Distinguished Service

Award of the American Board of Family Prac-

tice, and in 1972 the Abraham Flexner Award
of the Association of American Medical Col-

leges. His AMA award will be presented at the

1975 Annual Meeting.

Citation of a Layman—Harry Schwartz, PhD,
Visiting Professor of Medical Economics at the

Columbia University Colleges of Physicians and

Surgeons on leave from the Editorial Board of

the New York Times, was selected to receive

the Layman’s Citation for Distinguished Ser-

vice.

Dr. Schwartz, of Scarsdale, N. Y., is the author

of The Case for American Medicine, a book pub-

lished by David McKay Co. in 1972. He was
the first non-physician to be invited to join the

Allen O. Whipple Society, and delivered the

Martin Memorial Lecture to the American Col-

lege of Surgeons in 1973. His AMA award
will be presented at the 1975 Annual Meeting.

Special Award for Distinguished Service—

Ernest B. Howard, MD, MPH, Executive Vice-

President on leave from the AMA who will re-

tire March 1, was given a Special Award for

Distinguished Service by the House.

Dr. Howard, who joined the AMA in 1948 as

Assistant General Manager, was given succes-

sive promotions until 1969, when he was named
Executive Vice-President. Dr. Howard’s prior
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A powerful lot of people

have been saving at

Eureka since 1884

2525 Canal Street Phone 822-0650
110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

experience included positions with the Massa-

chusetts Department of Public Health, the Sur-

geon General’s Office of the U. S. Army, and

Chief of the Field Party to Peru of the Institute

of Inter-American Affairs.

Commendation Resolution—Leo E. Brown, As-

sistant to the Executive Vice-President of the

AMA, was presented with a Commendation Res-

olution for 24 years of service “to and for

American medicine.”

Mr. Brown, who will retire early in 1975,

joined the AMA in 1950. Serving the House of

Delegates at Annual and Clinical Conventions

was one of his primary responsibilities.

Report of the AMA President

The price of defending medical freedom can

be high, but that price must be paid, AMA
President Malcolm C. Todd, MD, told Dele-

gates at the Clinical Convention in Portland.

Equating the “freedom that has made Amer-
ican medicine the most creative in the world”

with the “very essence of professionalism cher-

ished so highly by the nation’s physicians,” Dr.

Todd pointed out that medicine’s freedom, and
hence its professionalism, are threatened.

Chief among the threats are various legisla-

tive proposals which would impose a compul-

sory national health insurance system, would
make health care a public utility to “reduce each

of us to the level of an electric wire or a tele-

phone line,” and manpower bills that would
“imply indentured service in medical education.”

Only a strong AMA can counter such threats

and preserve professionalism, Dr. Todd empha-
sized, but “it is impossible for its strength to

be any greater than its finances.”

Therefore, he issued a strong appeal to the

House to support a $90 dues increase, or, as an
alternative, a special assessment.

While admitting that the AMA was not 100

percent effective legislatively, he said that, “No
element in society has a perfect score. Any ele-

ment has to set its sights not on the best of all

possible worlds, but the best of all possible

realities.”

He said if the AMA is to be effective in seek-

ing a National Health Insurance plan that would
“respect both public needs and professional com-

petence,” in countering overly-stringent health

planning and manpower bills, and in mitigating

malpractice problems, then “it will need the

money.”

Dr. Todd said he personally believed that ad-

vertising does “play a useful role in physicians’

education on drugs”, but that “suspicion is easily

planted and spread in these skeptical times, and
there is reason to be sensitive to it.” He urged

careful consideration in the months ahead as to
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whether advertising should be banned from AMA
publications.

In concluding his mid-term address, for which

he received a standing ovation, Dr. Todd said:

“I leave you with two questions: Is the sur-

vival of our profession in danger? I say that

it is. Is a dues increase the necessary price that

we must pay for our survival? Again, I say

yes. And it seems to me, by God, that no price

could be so small for anything so great.”

Summary of Actions of the

House of Delegates

Because of the wide-ranging nature of the ac-

tions taken by the House, and for the sake of

clarity, this summary will be divided into five

subject areas with appropriate sub-headings as

follows

:

—Association and Internal Matters of the

House

—Physicians and Hospitals and Medical Schools

—Physicians and the Government

—Physicians and the Public

—Miscellaneous

Association and Internal Matters of the House

AMA Finances and Related Matters—In as-

sessing a mandatory, $60 special assessment ef-

fective Jan. 1, the Delegates acted to strengthen

AMA finances.

The House was reminded that the Association

has operated at a deficit for four of the last

five years, and that cash reserves have been

seriously depleted during that time. In addi-

tion, AMA finances in 1974 were adversely af-

fected by inflationary pressures.

After almost six hours of comment and de^

liberation on Tuesday afternoon and Wednes-
day morning, the Delegates adopted the $60
special assessment as a stop-gap measure.

The question of a dues increase was referred

to a Special Committee of the House to be ap-

pointed by the Speaker. The committee will

make a comprehensive study of the AMA’s fi-

nancial priorities and capabilities, and report to

the House at the 1975 Annual Meeting.

In related actions, the House strongly urged

the Board of Trustees to restore in a “holding

pattern” the structure of several councils and
committees which were to have been eliminated,

and to maintain present publication schedules

for JAMA, all specialty journals, and Prism.

The House also approved advertising as a

legitimate function in AMA publications, and
urged that the present full and unrestricted ad-

vertising program in AMA publications continue

pending further study and a report at the June
meeting.

Housestaff Participation in AMA—The Dele-

gates adopted several recommendations designed

to strengthen housestaff participation in the

AMA.
They include: that the elected Executive Com-

mittee of the Intern and Resident Business Ses-

sion assume advisory responsibilities of the Com-
mittee on Housestaff Affairs, which will be dis-

solved ;
that programs and priorities of the De-

partment of Housestaff Affairs be developed

annually by the department director and the

chairman of the I & R Business Session, sub-

ject to review and approval of the Board of

Trustees; and that responsibility for the editorial

content of the Housestaff Newsletter and for the

distribution of I & R Business Session reports

be exercised by the Session’s Executive Com-
mittee subject to appropriate approval and re-

view in keeping with Association policies.

In a related action, the House approved an

amended resolution calling for the development

of model programs to involve medical students

in the activities of organized medicine at all

levels, and referred it to the Board and the

Council on Constitution and Bylaws for imple-

mentation.

Professional Liability—During a discussion of

malpractice problems, the House adopted a rec-

ommendation calling for the Board to give “pri-

ority attention” to providing legal counsel and
advice to AMA members and state societies in

the event their professional liability insurance is

not renewed.

The House also emphasized the necessity for

state associations to seek legislative remedies for

malpractice problems, and directed that the AMA
continue to cooperate with the Medical Liability

Commission.

Clinical/Scientific Meetings Format Changed—
A separation of the fall business meetings of

the House and the scientific meetings will be

permitted beginning in 1977.

Under bylaws changes adopted by the House
in Portland, the House will hold its fall meet-

ing separately in cities recommended by the

Board and selected by the House, and the scien-

tific session will hold regional meetings at other

times during the year as deemed necessary by
the Board and at cities selected by the Board.

The new format was devised to allow regional

scientific programming. The scientific assem-

blies will continue to be held in conjunction with

Annual Meetings, however.

In other actions on internal matters, the

House:

—Called for a definitive report at the 1975
annual meeting of AMA activities and programs
related to PSRO.

—Rejected a Board of Trustees proposal to

replace the Council on Legislation and many

February, 1975—Vol. 127, No. 2 75



ORGANIZATION SECTION

functions of the AMPAC Board of Directors

with a new Council on Public Affairs.

—Referred a report on direct representation

in the House of medical specialty societies back

to the Council on Constitution and Bylaws for

further consideration.

—And adopted a bylaws change permitting

past Vice-Presidents of the AMA to become

ex-officio members of the House (without vot-

ing privileges or reimbursement for meeting ex-

penses).

Physicians and Hospitals and Medical Schools

Due Process—The House adopted several rec-

ommendations which reaffirm the rights of all

physicians, including housestaff and medical stu-

dents, to due process. In related actions, the

House adopted as AMA policy the proposition

that a student’s academic records should be open

to inspection so that he/she may profit educa-

tionally; and referred back to the Judicial Coun-

cil for further study a report involving three

cases of alleged violation of due process at the

local level.

Guidelines for Housestaff Contracts—The
House adopted a set of revised guidelines for

housestaff contracts. The proposed guidelines,

as revised, had been approved by the Council

on Medical Education, the Board of Trustees,

and the Council on Medical Service.

Biomedical Research—The House adopted a

10-point statement on biomedical research urg-

ing more federal funding with fewer restric-

tions. Prepared by the Board, the report sharp-

ly criticizes federal cuts in independent research

grants and in the budgets of the National Insti-

tutes of Health.

The report urges that more unrestricted grants

be awarded for research; that NIH be given

more independence in establishing budget and
research priorities; and that appropriations for

biomedical research should be in proportion to

other health-related spending.

Continuing Competence of Physicians—Dele-

gates also adopted a Board report calling for

strong programs of continuing medical education

and peer review as alternatives to relicensure

since “the difficulties inherent in relicensure

clearly outweigh any potential benefits.”

Specific recommendations include all possible

encouragement and support for the AMA, con-

stituent societies, JCAH and other bodies in ex-

panding CME programs; that the AMA give

high priority to enhancing and reviewing effec-

tive methods of continuing competence; that pa-

tient satisfaction should be included in perfor-

mance evaluation. The House also stressed that

evaluation of performance, rather than knowl-
edge per se, is the best method of appraising

competence in patient care.

In other actions related to physicians and hos-

pitals and medical schools, the House:

—Adopted an amended resolution which urges

that duplication of local peer review procedures

be avoided; that medical audit or utilization pro-

tocols used in screening be limited to those

which are demonstrated to be valid, reliable

and which do not add needlessly to cost; and

that when local peer review groups recognize

that a hospital medical staff has adequate medi-

cal audit and utilization procedures, that fact

should be l'ecognized by governmental agencies

and JCAH.

—Adopted a Board report detailing legally-

approved methods for the exchange of informa-

tion between and among medical societies and

hospitals concerning a physician’s hospital priv-

ileges or practice.

—And requested that a “comprehensive re-

port” be presented at the 1975 Annual Meeting

on questions and issues related to foreign medi-

cal graduates.

Physicians and the Government

National Health Insitrance—Delegates gave the

Board of Trustees a vote of confidence for its

efforts to develop new approaches to NHI which

maintain traditional AMA goals. The House
adopted a Board report containing basic guide-

lines for NHI deliberations.

The guidelines include minimum federal in-

volvement in the administration of any NHI
program; state jurisdiction for licensure of phy-

sicians and regulation of insurance
; no Social

Security tax financing and administration of any

program
;
funding through federal revenues, state

revenues, and private funds including employer-

employee contributions for private health insur-

ance, comprehensive coverage for basic and cata-

strophic needs; and the maintenance of plural-

ism in health delivery.

Manpower and Planning Bills—The House

adopted an emergency resolution expressing

unanimous opposition to U. S. House of Repre-

sentative bills which would divide the nation

into health service planning areas and treat

health care as a public utility, and -which would

require medical students to reimburse the gov-

ernment for capitation.

The resolution was unanimously adopted on

Wednesday, Dec. 4, and its substance presented

to House Speaker Carl Albert and other Con-

gressmen.

Prepaid Plans and Bonuses—Delegates adopted

a Judicial Council report which cautions that

the payment of bonuses to physicians in prepaid

health care plans such as HMO’s for minimiz-

ing the utilization of services may interfere with

the physician’s obligations to his patients.
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In other actions related to physicians and

the government (and third parties), the House:

—Objected to language in insurance letters

indicating the claims were “not medically neces-

sary,” since this encourages patients to decline

to pay for services and is defamatory to phy-

sicians.

—Urged that Medicare intermediaries adhere

strictly to regulations for reimbursement of chi-

ropractors to those procedures defined in the

regulations.

—Encouraged the acceptance and use by phy-

sicians of the AMA’s Uniform Health Insurance

Claim Form, and urged insurers to study the

possible use of plastic “charge card” type iden-

tification cards for imprinting basic data on in-

surance forms.

—And urged the government to continue its

present 55 mph speed limit for at least a one-

year period, noting that traffic fatalities have

declined 14.8 percent since the speed limit was
imposed last year.

Physicians and the Public

Weight Reduction Clinics—The House took a

strong policy position against the use of human
gonadotropin for use in weight reduction. The
House further resolved “that the AMA warn
our citizens about the potential danger of such

a weight control program.” Clinics utilizing

chorionic gonadotropin have been established and
widely advertised in various parts of the country.

Child Abuse—The House adopted a substitute

resolution encouraging state medical associations

to survey child abuse laws in their states, and
recommend more desirable legislation where
necessary.

Health Care for Disadvantaged—“Vigorous,

high-priority” efforts to foster health care pro-

grams for disadvantaged segments of the popu-
lation were recommended the Delegates.

The reference committee report noted that

the Council on Medical Service will continue to

develop and implement long-range strategies to

improve health care of the poor. The House re-

quested regular reports of progress made.

Maternity and Newborn Care—The House
adopted two reports which reaffirm AMA policy

to encourage insurance coverage of the newborn
from the moment of birth, urge the health in-

surance industry to offer coverage for obstetrical

care and any complications, and recommend that

the insurance 1 industry—as well as government

—

offer such coverage on the broadest possible

basis.

In other actions relative to physicians and the

public, the House:

—Supported state legislation to regulate the

practice of acupuncture. The new policy says

acupuncture should only be performed in re-

search settings by a physician or under the di-

rect supervision of a physician.

—Reaffirmed AMA endorsement of the fluori-

dation of water supplies.

—Adopted a Judicial Council report which
holds that, “It is not unethical for a physician

to authorize the listing of his name and prac-

tice in a (community) directory for professional

or lay use which is intended to list all phy-

sicians in the community on a uniform and non-

discriminatory basis. The listing shall not include

any self-aggrandizing statement or qualitative

judgment regarding the physician’s skills or com-
petence.”

—Endorsed the right of a physician to dis-

pense ampicillin-probenecid for gonorrhea pa-

tients, reflecting a Judicial Council opinion that

physicians have a duty to protect the confiden-

tiality of patients who contract gonorrhea.

—And adopted a substitute resolution calling

for the government to develop adequate safe-

guards for the transportation and storage of

hazardous materials such as radioactive materials.

0=3C=0

RIVER OAKS HOSPITAL
Announces the Obenins

Of Its

DAY TREATMENT
CENTER

October 1,1974

Partial Hospital Programs

To Meet Individual Needs
Hrs.: 9:00 a.m.—3:00 pan., M., W F.

Other Programs To Be Announced

ROBERT L. NEWMAN, JR., M.D.
Medical Director

BARBARA STEIB, R.N.
Psychiatric Nurse-Therapist

WILLIAM H. AYERS, III, M.S.W.
Clinical Social Worker

JOHN KITE
Activity Therapist

Group Therapy, Family Therapy,

Music Therapy, Recreational Therapy

and Occupational Therapy

1800 Jefferson Hwy.—835-2661

New Orleans, La. 70121
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union Third Tuesday of every month

except summer months

Jefferson Third Thursday of every month
LafayetteLafayette Second Tuesday of every month

Lafourche Last Tuesday of every other month
BastropMorehouse Third Tuesday of every month

Natchitoches Second Tuesday of every month
New OrleansOrleans Second Tuesday of every month

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

1 ndependenceevery month

Terrebonne Third Monday of every month

Second District Third Thursday of every month
ShreveportShreveport Quarterly— First Tuesday Feb., April, Sept., Nov.

Vernon First Thursday of every month

SEPTEMBER AND OCTOBER 1973 LSMS
JOURNALS NEEDED

The LSMS has exhausted its supply of the Sep-

tember and October 1973 issues of The Journal

of the Louisiana State Medical Society. Members

who have copies of these issues, and no longer

have need for them, are urged to return them to

the Journal office.

EXHIBITION OF SCIENCE FAIR OF
GREATER NEW ORLEANS

The Region IX Science Fair of Greater New
Orleans will hold its exhibition of projects from

students of Orleans, Jefferson, St. Bernard and

Plaquemines Parishes in the Gymnasium of UNO
on Wednesday, March 13, 1975, from 9 a.m.

to 6 p.m.

The parish medical societies have always coop-

erated in furnishing judges for this event and in

1974 one of the students won the American
Dental Association award and was a guest at

their convention in Washington, D. C. In Janu-
ary 1975 she represented the United States in

Tokyo, Japan for twelve days at their science

exhibition.

The Fair serves to motivate the average stu-

dent, discover the exceptional students and their

teachers and aids in the public understanding of

science. Your attendance is encouraged.

SMA 69th ANNUAL MEETING
The Southern Medical Association (SMA) has

announced that the 1975 Annual Scientific Meet-
ing of the Association will be held November

16-19 in Miami Beach, Fla. The announcement

follows SMA’s 68th Annual Meeting, held in

Atlanta, Ga., which was the most extensive in

the long history of the Association.

The Atlanta meeting was attended by more
than 4,000 physicians and paramedical personnel.

Meeting conjointly with SMA were several dis-

tinguished medical groups: Flying Physicians

Association, Society for Investigative Dermatol-

ogy, Southern Gynecological .and Obstetrical So-

ciety, Radiological Society of North America,

American Academy of Pediatrics, and American
Fertility Society. The Woman’s Auxiliary of

SMA celebrated its Golden Anniversary at the

meeting.

Dr. Andrew M. Moore, Lexington, Ky., newly

elected president of SMA, said the Miami Beach
meeting next November was already in the plan-

ning stages. “We want to break all our previous

attendance records in 1975,” he said. “The An-
nual Scientific Meeting is an important part of

Southern Medical’s Continuing Education Pro-

gram, and therefore is of vital importance to

medical professionals.”

Other new officers of the Association are

Drs. G. Gordon McHardy, New Orleans, La.,

president-elect; G. Thomas Jansen, Little Rock,

Ark., first vice president; and Wood W. Lovell,

Atlanta, Ga., second vice president.

Honored at the Atlanta meeting with special

recognition were Drs. Woodard D. Beacham, New
Orleans, L,a., who received the Distinguished

Service Award; John Webster Kirklin, Birming-
ham, Ala., who was presented the Original Re-

search Award
;
and Robert S. Nelson, Houston,
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Tex., and H. Harlan Stone, Atlanta, Ga., both

6f whom received Seale Harris Medals.

DR. CHARLES C. BASS HONORED
Charles C. Bass, MD, Dean Emeritus of Tulane

University School of Medicine has been pre-

sented a plaque by the Tulane Medical Alumni
Association to commemorate his 100th birthday,

January 29. The plaque is in recognition of his

devoted service to Tulane University and its

medical alumni. Dr. Bass was graduated from
the school in 1899 and retired as dean in 1940.

NEW ORLEANS SURGICAL SOCIETY
ELECTS NEW OFFICERS

Richard A. Faust, MD of New Orleans has

been elected president of the New Orleans Sur-

gical Society. . Dr. Faust succeeds Dr. Elmo J.

Cerise.

Other officers are Drs. Robert F. Ryan, vice

president; James E. Brown, secretary, and F.

Carter Nance, treasurer.

SECOND ANNUAL MALPRACTICE TRIAL
DEMONSTRATION TO BE HELD

IN MARCH, 1975

For the second consecutive year, the American
Society of Law & Medicine is cosponsoring a

medical malpractice trial demonstration with

Boston University’s Center for Law and Health
Sciences. The one-day “mock trial” will be staged

in the Boston University Law School Auditorium,
765 Commonwealth Avenue, Boston, Massachu-
setts, on March 19, 1975.

In what has proven to be one of the most

popular and best attended of ASLM seminars,

the trial demonstration for 1975 will center on

a hypothetical case involving an alleged “missed

diagnosis” of a heart attack in a hospital emer-

gency room resulting in death. The 1975 faculty

involved in the “mock trial” consists of some of

the country’s most skilled practitioners and in-

structors in the legal and medical fields who will

discuss the major issues of negligence, causation

and damages for wrongful death. As with last

year’s successful event, this year’s faculty in-

cludes such medicolegal experts as Attorneys

Barry C. Reed, Paul Sugarman, Thomas Cargill,

Charles Dunn, Jr., and Doctors Elliot L. Sagall

and Donald B. Barkan.

Last year’s program, which featured sixteen

of the country’s leading trial attorneys illustrat-

ing issues involving an unsuccessful vasectomy,

attracted more than 350 professionals and stu-

dents in the medical, legal, and insurance fields

from all parts of the country. The seminar and
trial demonstration were also featured in many
medical and legal publications and were video-

taped for teaching purposes in a cooperative

effort by Harvard, Boston University and Tufts

University Schools of Medicine.

Inquiries and further information about the

program may be obtained by contacting the na-

tional office headquarters of the American Soci-

ety of Law & Medicine, 454 Brookline Avenue,
Boston, Massachusetts 02215, or by telephoning

area code 617-734-8316.

DOCTOR’S OFFICES
Controlled substances for a doctor’s office or

his “black bag” are not to be supplied on pre-

FOR SALE
PROFESSIONAL OFFICE BUILDING, in good

condition. Ideal for four G. P.'s or Surgeons. 3,271

square feet. Corner lot 100 ft. frontage on South

Ryan. One minute from St. Patrick's Hospital and

ten minutes from Lake Charles Memorial Hospital.

Air-conditioned. Half of space completely fur-

nished for two doctors. Sale price approximately

cost price.

W. G. Fisher, M.D., Lake Charles, Louisiana,

phone 477-9910.

Ridiculous? Sure. But everybody, even doctors, some-
times try their hands at matters outside their expertise.
Like investment management. And it’s so unnecessary
with capable, experienced counselors like Darwin
Charles Fenner available to give investment portfolios

the full-time attention they need. His only occupation
is giving you investment advice best suited to your
situation. He is entirely on your side. Call him today
and discuss the better way than do-it-yourself for your
investments.

Darwin Charles Fenner, President

Fenner Investment Management Company
Investment Counsel

Suite 2985. 1010 Common Building. New Orleans. La. 70112

Telephone 504/581-6288
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scriptions. These supplies must be obtained by

the physician by using his own DEA order forms,

invoices, or purchase requests. A community

pharmacy may supply doctors’ needs as long as

the pharmacy does not exceed the 5 percent rule

for distribution without a distributor’s registra-

tion.

LOUISIANA HUMAN NUTRITION
INVESTIGATOR RECEIVES SCIENTIFIC

ACHIEVEMENT AWARD
Dr. Grace A. Goldsmith, emerita dean of the

School of Public Health and Tropical Medicine

at Tulane University, New Orleans, is one of

10 medical educators and researchers to receive

1975 Awards for Distinguished Achievement

from Modern Medicine, a leading national medi-

cal journal.

Dr. Goldsmith, cited “for her lifelong study of

human nutrition and its crucial impact on health

and disease,” was among more than 200 men
and women nominated for the prestigious Award,

which originated in 1934.

Modern Medicine is a semimonthly journal dis-

tributed to 175,000 US physicians. The 10 recip-

ients of its 1975 Awards are named in the Jan-

uary 15 issue.

PUBLICATIONS RECEIVED
(Certain ones of these will be selected for review)

Doubleday & Co., Inc., N. Y. : In Defense of

the Body, by Roger Lewin.

Harcourt Brace Jovanovich, Inc., N. Y. : Her-

oin Addiction in Britain: What Americans Can

Learn from the English Experience, by Horace

Freeland Judson.

Lange Medical Publications, Los Altos, Calif.

:

Handbook of Obstetrics & Gynecology (5th ed.),

by Ralph C. Benson, MD; Handbook of Medical

Treatment (14th ed.), by Milton J. Chatton, MD;
General Ophthalmology (7th ed.), by Daniel

Vaughan, MD and Taylor Asbury, MD.
The C. V. Mosby Co., St. Louis: Emergency

Care: Assessment and Intervention, edited by
Carmen Warner Sproul, RN, PHN, and Patrick

J. Mullanney, MD ; Psychiatry in Primary Care,

by Remi J. Cadoret, MD and Lucy J. King, MD;
Clinical Perinatology, edited by Silvio Aladjem,

MD and Audrey K. Brown, MD.

Electro-

cardiogram

of the Month
ELUCIDATION

Fig 1 demonstrates ST segment eleva-

tion in leads I, II, III, aVF, V 4 ,
V 5 and V 6 .

This entails a differential diagnosis of

acute myocardial infarction, pericardi-

tis and the pattern of early repolariza-

tion. The changes are too diffuse for

acute myocardial infarction, and there

is no reciprocal ST segment depression

(aVR and to a lesser extent V 1 simu-

late intracavitary leads and, therefore,

would not be expected to show ST seg-

ment elevation in pericarditis). This

tracing could represent an early repo-

larization pattern (a normal variant

not uncommon in young Negroes). The
tip-off that this was indeed pericarditis

is the current of injury in the repolar-

ization of the P wave (the so called S-Ta

segment). 1 One might suspect that the

current of injury in atrial pericarditis

would be directed toward the right

shoulder, and indeed in our experience

this has proved to be the case. Thus,

one sees, as in this tracing, an elevated

S-Ta segment most prominently in aVR.
The other typical ECG changes of

pericarditis are, of course, evolutionary.

Following the RS-T elevation there are

flattening and then inversion of the T
waves as the RS-T elevation returns to

baseline. 2 The patient subsequently pre-

sented with this evolutionary change
after developing a classic three com-
ponent pericardial friction rub due to

viral pericarditis.

References
1. Charles MA, Bensinger TA, Glasser SP: Atrial in-

jury current in pericarditis. Arch Intern Med 131:657-662
(May) 1973

2. Spodick DH: Differential diagnosis of acute peri-

carditis. Progr Cardiovas Dis XIV:192, 1971
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Organ Procurement and Renal

Transplantation in Louisiana

• It is the purpose of this article to review the history of renal

transplantation in Louisiana; to point out the urgent need for

cadaver kidneys for transplantation to patients in renal failure; and

to seek the active participation of the profession in providing this

service to our citizenry.

FEW surgical endeavors have moved
as rapidly from the first clinical ex-

periments to full acceptance as an estab-

lished form of treatment. Tulane Univer-

sity, Charity Hospital of Louisiana, Ochs-

ner Foundation Hospital, and many Lou-

isianians within the profession have played

honorable and respected roles in this short

saga. The Department of Surgery at Tu-

lane has been and continues to be produc-

tive in experimental and clinical research

designed to bring transplantation to real-

ity. More recently it has served to aid in

providing the service to all who need it.

The foundation stone which made clini-

cal experimentation in renal transplanta-

tion possible was the perfection of an ar-

tificial kidney which would support pa-

tients with renal failure in a reasonable

state of health. After a means of per-

manent access to the circulation was de-

veloped, it became possible to treat pa-

tients with chronic renal failure as well

as acute renal failure.

From the Department of Surgery, Tulane Uni-

versity School of Medicine, 1430 Tulane Avenue,

New Orleans, La.

john c. McDonald, md
New Orleans

The first successful human renal trans-

plant was performed between identical

twins in Boston, on December 23, 1954.

In these identical twins, immunosuppres-

sive therapy was not critical due to ge-

netic identity between donor and recipi-

ent. By 1958, there had been ten renal

transplants performed in the world be-

tween identical twins of which three had
failed for technical reasons. On Novem-
ber 16, 1959, the first identical twin renal

transplant performed in Louisiana was
done at Charity Hospital of Louisiana at

New Orleans. The recipient was a patient

of Dr. John Menville. The operating team
was led by the late Dr. Oscar Creech then

chairman of the Department of Surgery at

Tulane. Other principal members of the

operative teams were Drs. John Menville,

Miles Pratt and Robert Schramel. Both
donor and recipient are alive and well al-

most 15 years later and are residing in

Louisiana.

The first successful renal transplant

from a non-related donor in which the

immune response was successfully sup-

pressed with drug therapy was performed

in April of 1962. The first such renal
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transplant performed in Louisiana was

done at Charity Hospital of Louisiana by

Tulane Surgery in April of 1963. That pa-

tient died, but in November of 1963 an

allograft was performed in another pa-

tient which continues to function as the

eleventh anniversary approaches.

These early experiences generated an

enduring interest in the field of trans-

plantation within Tulane’s Department of

Surgery. A group of 13 operations, using

chimpanzees’ kidneys to transplant into

human recipients, were performed during

late 1963 and 1964. Those clinical experi-

ments led by Dr. Keith Rheemsma remain

the basis for further research on xeno-

grafting. A large clinical research unit

was operative from 1965 to 1970 funded

by the National Institutes of Health. These

years produced increased clinical experi-

ence through which the knowledge of

proper recipient preparation, management
of immunosuppressive therapy, preserva-

tion of kidneys ex vivo, etc., was expanded.

A considerable body of laboratory inves-

tigation was also performed during this

period concerning heart transplantation,

pancreatic transplantation, and immuno-
suppressive therapy.

By 1970, renal transplantation was no

longer considered experimental by the

National Institutes of Health. Louisiana

through Charity Hospital of Louisiana ac-

cepted the responsibility of providing a

nine bed Transplant Unit with a special

nursing staff, isolation rooms, etc., which

enabled transplantation to continue at

that hospital as a clinical service. Re-

search programs were continued in the

Tulane laboratories. Specific areas of ex-

perimental interest in recent years have

been tissue typing, laboratory methods of

diagnosing rejection, and organ preserva-

tion.

By 1970, other hospitals in Louisiana

were performing renal transplants. A fine

program had developed at the Ochsner

Foundation Hospital, and Southern Bap-

tist Hospital had entered the field. Sub-

sequently, private transplantation began

at Hotel Dieu.

With increasing availability of dialysis

facilities, the need for kidneys from ca-

daver sources for transplantation became

ever more pressing. As of today, roughly

50 percent of kidneys for transplantation

are provided by relatives of the recipient,

and 50 percent must come from cadaver

sources. A larger number of transplants

would be performed with cadaver organs

if they were readily available.

In 1971, funds were obtained from the

Department of Health, Education, and

Welfare to support a pilot program in

organ procurement. This contract was be-

tween Tulane University and the Louisi-

ana Regional Medical Programs. Such

programs were made possible by the de-

velopment of a kidney preservation ma-

chine with which kidneys could be main-

tained in good health for approximately

48 hours, thus converting cadaver trans-

plantation from a hectic emergency to a

semi-elective procedure.

The program was called The Metropoli-

tan New Orleans Organ Procurement Pro-

gram but from the start included patients

from all parts of the state. A kidney

preservation machine which had been do-

nated to Charity Hospital by a former

patient was used for perfusion of all kid-

neys. The Tulane Histocompatibility

Testing Laboratory was used as a central

laboratory. All patients in the state who
were in need of a cadaver kidney were

registered on a single list. Their tissue

types were determined, and when kidneys

became available from any of several hos-

pitals they were typed, and preserved un-

til a recipient could be identified and pre-

pared. Recipients were selected on the

basis of compatibility, medical priority,

and length of time on the waiting list.

This program resulted in the implan-

tation of approximately 50 kidneys during

its two year operation. More important

was the spirit of collaboration which de-

veloped among all the institutions involved

and the medical experience gained by such
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a complex effort. Kidneys were obtained

from eight different hospitals and trans-

planted in four different institutions into

patients from nine different dialysis units.

In July of 1973, funds for the program

were terminated because Medicare legis-

lation was expanded to insure patients

with chronic renal failure, and the cost

for obtaining cadaver kidneys was recov-

erable through Medicare insurance. How-
ever, a year elapsed before it was possible

to obtain the necessary administrative ar-

rangements for financial support.

In July of 1974, the program was re-

organized and it is now possible to recover

the costs from Medicare insurance. The

reorganization was capitalized by Tulane

University with the expectation that the

program will be self-supporting in the

near future.

There has been a great expansion in

the number of patients on long-term dialy-

sis, and the need for cadaver kidneys is

severe if not desperate. At present, over

50 patients are registered and awaiting

transplants; and there are probably a

similar number not yet identified or regis-

tered. From a population the size of Lou-

isiana’s, it can be estimated that approxi-

mately 150 people per year should need

renal transplantation. If about one-half of

the kidneys are obtained from relatives,

about 75 will have to come from cadaver

sources. It will be impossible to obtain

an adequate supply unless they are ob-

tained from throughout the region.

This is now possible because the US
Coast Guard Station at New Orleans has

been authorized to provide helicopter

transportation for the retrieval of cadaver

kidneys. These helicopters have a range

of 600 miles which means they can reach

any place within a 300 mile radius and

return to New Orleans without refueling.

This places all hospitals within Louisiana

and parts of Mississippi and Alabama
within reach.

If all kidneys were obtained from
“ideal” donors within this region, the sup-

ply would be adequate to meet the need.

Accomplishing this objective will require

the cooperation of all the profession.

It is to be hoped that all practicing phy-

sicians will think in terms of obtaining

transplantable organs when they see a

patient whose demise is imminent.

The following information will be use-

ful:

I. Candidates for cadaver kidney do-

nation

A. Any patient from 2 years of age

to 50 is acceptable if there is no clinical

evidence of renal disease and urine out-

put is 20 ml/minute or better. Laboratory

confirmation of normal renal function is

not required but serum creatinine and uri-

nalysis are helpful. Patients above 50 will

be accepted with evidence of normal renal

function, ie, urinalysis and serum creati-

nine.

B. Patients with septicemia, acute py-

elonephritis and widespread malignancy,

prolonged severe hypertension and juve-

nile diabetes may be excluded.

C. World experience had demonstrated

that most donors will die of one of the

following causes.

1. Cerebral trauma (closed or pene-

trating) .

2. Cerebral hemorrhage (subdural he-

matoma, ruptured aneurysm, etc.).

3. Cerebral thrombosis.

4. Brain tumor.

5. Drug poisoning.

6. Cerebral anoxia (generally patients

who have been resuscitated from cardiac

or respiratory arrest but have massive

anoxia brain injury).

D. Diagnosis of death must be made
by the attending physician and will be ac-

cording to his criteria. They will be sim-

ilar to whatever indications he conven-

tionally uses to terminate heroic support-

ive measures.

E. Consent must be obtained from a

next of kin if the decedent has not pre-

viously signed a donor card.

II. Procedure

A. New Orleans telephone (504) 588-

)C.
March, 1975—Vol. 127, No. 3 83



ORGAN PROCUREMENT AND RENAL TRANSPLANTATION—McDONALD

5303 is available at all times (Fig 1).

Please inform the answering operator that

you are calling regarding a cadaver donor.

Within a few minutes your call will be

returned by someone competent to answer

any questions and set into operation re-

covery efforts.

Kidney Procurement Program

of Louisiana

588-5303
Fig 1. Remember this phone number!

B. A team, including a surgeon trained

in donor nephrectomy, will fly to your lo-

cality to remove the kidneys. It is our

hope that some surgeon in your hospital

can be identified to work with the pro-

curement effort. We will assist him in

the donor nephrectomy on one or two oc-

casions. Thereafter, we can depend upon

him to perform the surgery and will send

only personnel to perfuse and retrieve the

kidneys.

C. Patients awaiting transplantation

from your community will be given top

priority as recipients of kidneys from your

community (within the limits of compati-

bility testing)

.

D. All costs incurred in relation to ob-

taining the organs will be paid by the

program (operating room fee, medicines,

laboratory studies, surgeons and physi-

cians fees).

Summary
The profession in Louisiana has played

an active and at times a leading role in

making renal transplantation a clinical

reality. We now need a degree of collab-

oration on a statewide level that is some-

what unprecedented in providing the ser-

vice to our population.
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Modified N-G Sump Tube: The Superdrain

• An effective method of drainage for various types of surgical

wounds is presented. The simple construction of the drain and its

advantages are described.

TO DRAIN or not to drain has been

a point of surgical controversy for

many years. The goal of this article is

not to persuade anyone to more fre-

quent use of surgical drains, but rather

to offer a reliable and efficient method
of drainage when this option is chosen

by the surgeon.

We have all experienced a multitude

of problems when using drains, whether

it be for drainage of large skin flaps,

intra-abdominal abscesses, or less than

optimal intestinal anastomoses. The
Penrose drain frequently fails to remove
sufficient volume of fluid, partially due

to the fact that fluids drain poorly

“uphill” even with capillary action.

Suction-type catheters and conventional

sump tubes frequently cease to function

prematurely secondary to plugging of

the tube’s perforations. Also, many of

the newer polyethylene tubes are rather

stiff and. thereby, increase the patient’s

postoperative discomfort.

The drainage system which I use

when good, reliable, efficient, and pos-

sibly long-standing drainage may be

needed is a modification of the Salem®
naso-gastric sump tube. To my knowl-
edge, a similar drain is not commercially
available.

The construction of the drain is quite

simple. At the time of surgery, forceps

and scissors are used to cut multiple

small holes in a standard % inch Pen-

rose drain (Fig 1). The length of the

Penrose is determined by the depth of

the cavity to be drained. The Penrose
is then nassed over the end of a No. 18

Reprint requests to Dr. McDonald, 817 Fon-
tana Avenue, Richardson, Texas 75080.

clyde c. McDonald, md
Richardson, Texas

Fr. N-G sump tube and securely tied in

place with No. 0 silk ligature as shown
in Fig 2.

The purpose of the Penrose drain is

to protect the perforations of the N-G
sump tube from being plugged with

clots, adjacent structures, or any partic-

ulate matter. The ligature fixing the

Penrose drain to the N-G tube is always

placed outside the patient’s skin surface

to prevent the possibility of “losing” the

Penrose in the patient at the time of

removal of the drainage system. The
newly-constructed superdrain is then

fixed to the skin with appropriate suture

of the surgeon’s choice. If he desires,

the surgeon may connect the sump tube

to the operating room wall suction

while he finishes closing the wound.

After the surgical procedure is com-

pleted, a 3" gauze sponge is taped over

the air vent on the sump tube to act as

a filter and help prevent any foreign

material from being sucked into the

wound.

Some of the uses of this superdrain

include drainage of radical mastectomy
skin flaps, subphrenic and other intra-

abdominal abscesses, less than optimal

suture lines in low anterior colon resec-

tions, and biliary, bowel, and pancreatic

fistulas. Another very fine utilization of

the drain is in abdomino-perineal resec-

tion of the colon and rectum. The drain

can be placed in the sacral hollow, and
the remaining muscles of the pelvic

floor approximated around the drain, as

is the skin (Fig 3).

Postoperatively, the drain is con-

nected to low-pressure continuous wall

suction. The negative pressure is set
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low enough to barely keep the system

functioning. This can conveniently be

checked by holding the filtered air vent

near the surgeon’s or nurse’s ear. A dis-

tinct whistle or crackling sound will

always be heard when the drain is func-

tioning properly.

In a patient with pancreatic abscess

and fistula, I have personally used this

drain successfully for five weeks of con-

tinuous drainage, except for periods of

patient ambulation. In two years of fre-

quent and varied uses of this drainage

system, a failure due to malfunction of

the drain has not been experienced.

In addition to the above-mentioned

Fig 1. Preparation of the Penrose drain.

Fig 2. Appearance of the drain after construction.
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features, the N-G tube is smaller in

diameter, longer, and more pliable than

many other types of sump tubes.

In summary, the superdrain is simple,

very reliable and efficient, and has

many varied applications.

Fig 3. Position of the drain for abdomino-perineal resection, prior to closure of dead space.
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A Doctor’s Plan for Rural Care

• The author dedicates this article to all who have assisted in the

successful endeavors, the staff of the Louisiana State Medical

Society, local political bodies, a good press, colleagues who have

given their encouragement and advice and particularly those men

of vision and dedication who have joined in forming our active

and consulting staffs.

CHARLES RAY DAUNIS. MD
Vacherie

ESCAPE velocity advances in medical

knowledge, technical skills, diag-

nostic armamentarium and third party

interference have combined to precipi-

tate a crisis in the delivery of compre-
hensive Twentieth Century medical care

to rural populations. The resulting frus-

trations are shared equally by the people

who desire the services and the physi-

cians who wish to serve.

That there are available at some dis-

tant city the sophisticated facility and
skilled personnel for successful pros-

thetic implant and organ transplant

means little to the patient with emer-

gent myocardial infarct, cardiac arrest,

tension pneumothorax, cardiac tampo-
nade, crushing injury of the chest, air-

way obstruction, hemorrhage, shock,

etc. He wants, needs and is entitled to

these services where he lives. Nor
should he be denied ready local access

to comprehensive 24-hour continuing

primary care and periodic necessary

specialty care.

For the conscientious generalist who
has sacrificed the metropolitan, cultural,

intellectual and social environment for

the bucolic in order to live where he

may serve, the frustrations are unbear-

ably traumatic. He may possess the

wherewithal to practice the art and have
the knowledge and skill but not the

facility to practice the science of mod-
em medicine.

Twenty-two years ago, I established

Presented at the International Seminars, West

Berlin, September 11, 1974.

in my rural community a successful,

small, proprietary hospital providing

comprehensive rural care. Though well

intended, subsequent licensing laws

were passed which ignored the mar-

ginal economics of such rural operations.

Compliance with these unrealistic laws

entailed prohibitive and unnecessary

costs. Although one might legally oper-

ate a limited facility without licensure,

third party providers made this a pre-

requisite for honoring claims. To pro-

vide 24-hour availability of ancillary

services and personnel without compen-
sation could result only in instant bank-

ruptcy. Additional punishment, rather

than reward, was and is imposed on the

rural practitioner by third party pro-

viders by downgrading of “usual and
customary fees” for similar services ren-

dered in metropolitan areas. This is

compounded by Medicare discount.

Really, is this the way to encourage

young men of medicine to practice in

rural areas ?

In the delivery of man’s service to

his fellow man, nowhere as in the prac-

tice of medicine is there demanded by
both the servant and the served such a

delicate balance between the art and
science. Contrary to current propa-

ganda, the man of medicine is indeed

of a special breed. He demands fulfill-

ment in himself, not so much from

material gain from the practice of his

science, as from spiritual reward from

the practice of his art. Present circum-

stances tend to limit, if not exclude, to

the rural practitioner the wherewithal
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to use his science and the metropolitan

specialist his art. The metropolitan spe-

cialist, whose delicate skills go statis-

tically wasted in emergent rural care,

must indeed be equally distressed. Pa-

tient, rural man of medicine and urban

specialist are all three aggrieved.

Solutions to this problem thus far

have been proposed only by local and

federal governments and their agencies

leaving mostly a trail of waste, destruc-

tion and failure. Presently being pro-

posed by political leaders is a form of

bonded slavery to liquidate tuition

grants to medical students—a proposal

of assignment which should strike with

terror the hearts of free men in a free

society. This can at best place an un-

willing and at worst, a willing practi-

tioner into a vacuum of technology from
which both would await escape; the

former leaving, is no loss; the latter,

disillusioned, is a loss forever. There

are those anxious and willing to assume
rural environs in order to serve. Those
who choose the metropolitan are not to

be denied or coerced. Chacun a son gout*
Nor should free men in a free society

have abrogated their right to practice

without third party interference. Any
solution contrary to these tenets destroys

the will and incentive of dedicated men
to serve, and it is doomed to fail.

Government take note: Dedicated
men of medicine, like energy and mat-
ter, cannot be created

; but unhappily,

they can be destroyed.

One must learn from errors of others

as well as from one’s own. This article

presents an example of one such error

which has been oft repeated : An analy-

sis of false logic from which it is de-

rived
; and my plan for its correction.

Happily, as I hope to demonstrate, the

error is not one of essence but of chron-

ology of priorities. Its antidote is of-

fered as a solution to the problem as it

may exist elsewhere—a plan that pre-

* Everyone to his taste.

serves freedom of choice by both physi-

cian and patient, eliminates third party

involvement and accepts practical real-

ity; but it does not sacrifice idealism.

For in the worst of men and in the

best of men, there burns intensely the

flame of desire to go where none has

gone, to do what none has done, to

create what has not existed and to be

what none has been. In service to his

fellow man is this drive best fulfilled.

Where more consumingly burns this

pyre than in the breasts of men of medi-

cine—to alleviate pain, conserve tissue,

heal the sfck, preserve life and console

the dying and bereaved. To fan this

flame is the avowed purpose of my plan.

In the Beginning

From prehistoric day to modem time,

man has through his leaders been led

in error through the mire of mediocrity.

Through faulty observation, use of infer-

ior knowledge than that available and
misinterpreting effect as cause, false

prophets have led their followers to em-
brace fiction and reject fact. To man’s

discredit, the truth then, as now, has

been available but ignored. Are we thus

now and forever doomed ?

Primitive Stone Age tribes of New
Guinea, introduced to Twentieth Cen-

tury goods for the first time by World
War II GIs, were quick to develop a

taste for them. In awe, they sat and
watched the hectic activity of the Amer-
ican soldiers clearing jungle and con-

structing landing fields. To what pur-

pose, they wondered, but did not ask.

Completion of the airstrips was soon fol-

lowed by the arrival of large cargo

planes discharging goods. Now it was
clear. Shortly, many tribes began to

labor busily at clearing jungle areas and
constructing pitiful facsimile landing
strips complete with tower and antennae
in ludicrous imitation of the Americans.
Now the trap was set. It remained only
to await the arrival of the great birds

bearing gifts. And wait—and wait

—

and wait.
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Similarly, on the island of Tanna in

the New Hebrides, there has evolved

the enigmatic cargo-cult of John Frum.

Its basic belief is in a god-like king of

America who will soon send ships

bearing unlimited goods. Its origin can

be traced to the arrival of traders’

ships discharging goods following James
Cook’s discovery of the island in 1774.

Deducing that the white man’s God was
responsible for his wealth, they adopted

his religion, to no avail. Disappointment

resulted by 1940 in a perversion of

Christianity into a cult prophesying the

return of John Frum. With the arrival

of World War II GIs in 1942, the

prophesy was deemed fulfilled and the

cult reinforced. The war ended and the

cargo ended. The cult was resumed.

Men painted on their bodies the insignia

of US troops. They carried bamboo
rifles and marched in military drill in

imitation of US troops in hopes of lur-

ing US cargo. Again they wait.

We read in the book of Genesis: 1-9

that the chosen people of God dwelt at

one time in the land of Sennaar, and all

spoke one tongue. Learning to make
brick and mortar, they plotted to make
a tower to reach to heaven. They
bragged that thereby they might be-

come famous among men. And the

Lord, coming down to see the tower
they were building said

:

6. ... Behold, it is one people and all have

one tongue: and they have begun to do this,

neither will they leave off from their designs,

till they accomplish them in deed.

7. Come ye, therefore, let us go down, and

there confound their tongue, that they may not

understand one another’s speech.

8. And so the Lord scattered them from that

place into all lands, and they ceased to build

the city.

9. And therefore the name thereof was called

Babel, because there the language of the whole
earth was confounded : . . .

On June 17, 1968, Vacherie, Louisi-

ana, a rural community serving an area

of some 300 square miles with a popula-

tion of some 35,000 people, 50 miles

from the nearest metropolis, became

aware of its own emergent medical

needs. Exposed to Twentieth Century

advances in medicine via news media,

as well as observations in travel, and

perhaps as I pridefully like to believe,

because of the closing of my facility,

the desires of the people were sharpened.

Without my knowledge (at that time,

I had been in the community about 16

years) feasibility studies were made;
and a bond issue was proposed for pub-

lic approval to construct a 50-bed hos-

pital.

When I was first approached by a

committee of three of the local govern-

ing body, some three days before the

election, I was stunned. My views as to

whether the first consideration should

be availability of adequate active and
consulting staffs were brushed aside

with “Good doctors will come”. I re-

port this, not in bitterness, but to estab-

lish the fact. The bond issue was passed,

a cane field was cleared, and a $1.7

million hospital, completely equipped
from image-intensifier to knife and fork,

was ready by early 1972. The trap was
set. Await the ingress of the great

good. Wait and suffer and pray and
die for the coming of John Frum. The
John Frum millennium they wait and
suffer and pray and die for is you of the

medical profession. And wait— and
wait— and wait.

In no way is this analogy intended to

deride or ridicule the primitive man of

New Guinea and Tanna, the biblical

man of Genesis, the Twentieth Century

man of Vacherie or the well-meaning

men of government. It is presented as

my analysis of a basic flaw in logic in-

herent in the psyche of all men of all

times. Disciples of psychiatry, please

take note. Be he of the Stone Age or

Nuclear, be he tribe leader or senator,

man egotistically tends to attempt to

solve his problems with the limited

knowledge and wisdom he alone pos-

sesses, often failing to acknowledge and

even denying a Greater Knowledge and
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Wisdom than his own in God or other

men.

To achieve his end—the material

goods of US technology—the tribal man
of New Guinea and Tanna failed to

seek available proper means. How sim-

ple it would have been to have sought

and gained this knowledge from those

who brought the goods. Instead, they

built a flimsy facsimile of another end

—

the airstrip—or yet another flimsier

structure in his mime—and failed.

Twentieth Century rural USA, seek-

ing the good of comprehensive medical

care, through “elected experts,” who
view the men of medicine from afar,

has thus far equally neglected to recog-

nize that the repository of medical

technology, knowledge and wisdom rests

with the men of medicine. Like the

Stone Age men of New Guinea and
Tanna, they assume the posture of met-

ropolitan man and construct facsimiles

of brick and mortar and cold steel, over-

looking completely the obvious prerequi-

site presence of medical and paramedi-
cal personnel to serve in these facilities.

Twentieth Century solutions require

Twentieth or even Twenty-first Century
wisdom. Still the prophets of doom and
despair decry expenditures for pure re-

search and new frontiers. Queen Isa-

bella was beset by those who decried

the expenditure for Columbus’ fool-

hardy venture. Can you hear them.
“Better spend it on the poor.” And
from that venture came the breadbasket
and technological and capital supply of

the world ! Still they cry, “Why spend
money on the moon”.

The Promise

Two years pass. It is early 1974. For
two years, innumerable attempts were
made by local authorities exploring
every avenue to operate their hospital,
from management consultants to pro-
prietary corporations; but these were to
no avail. Disillusioned and impatient,
local citizen bodies instituted a lawsuit

92

against their elected and appointed

political bodies. The suit was joined by

HEW which demanded opening or re-

fund of Hill-Burton matching funds. In

final desperation, I was consulted for a

possible solution.

In the final analysis, solutions are

truly simple. It is necessary only to

state the problem; solutions follow. As
ad hoc chairman of an ad hoc commit-

tee of one, this was my task. In my
judgment, any solution, to be accepta-

ble, must assure freedom of choice on

the part of both physician and patient,

no third party involvement, adequate
qualified full-time Active Staff for

emergent and general care, and back-up
specialty services. So far, one only Ac-
tive Staff. Me. My ego judges my alter

ego or superego or whatever as being
qualified.

Problems and Solutions

Problem: Not too many doctors want
to live in rural USA, or rural anywhere.

Solution: Devise plan making it pos-

sible to serve in rural areas without
necessity of leaving metropolitan life.

Problem : Need 24-hour emergency
and staff coverage.

Solution : Acquire sufficient number
for same.

Problem: No individual can deliver

art and science of Twentieth Century
medicine full time with the limited

physical and mental capacities with
which we are endowed.

Solution: Form a group to limit prac-
tice to rural care to work in shifts mod-
eled after emergency physicians’ groups.

Problem: Since physicians cannot be
created, they must of necessity be en-
ticed from where they exist. Being a
practical man, I hope, I recognize the
fact that altruism does not buy groceries
in this society. To entice even the best
motivated of men from what they have,
they must be offered a carrot, the sum
of whose parts, both spiritual and ma-
terial. exceeds the one they have.
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Solution : Offer minimum guarantees

and fringe benefits approximating, not

necessarily exceeding, earning capacity

of metropolitan practice. Leave some-

thing to missionary zeal, a prime con-

sideration. Remember always, of course

that the laborer is worthy of his hire.

Problem : For Consulting Staff, same
as above, only additionally, probably in-

sufficient practice to support full-time

specialty services.

Solution : Provide outpatient facilities

for periodic clinic days as required and

emergency service when needed. Con-

sultants are to establish their own fees

with the option to collect same or have

them collected by the hospital at a min-

imal discount for accounting and billing.

All facilities and one aide are to be

furnished by the hospital at no cost.

This area was considered to be the most

difficult to realize and in doubt. I had
hoped to gain the attention, enthusiasm,

and support of either the academic com-

munity or established clinic as an instant

solution and/or source of possible fu-

ture grant. Alternatively, highly moti-

vated, unaffiliated practitioners would

be sought. With the apparent success

of the latter alternative, and I hope that

this is not rationalization, I have second

thoughts as to which is the better course.

Problem: It is recognized that the

above plan would entail considerable

commuting time. We are 50 miles, a

one-hour drive, from either of two met-

ropolitan areas. For the Emergency-
Resident Staff, total commuting time

should compare with that of a general

city practice. The liberal free time

should compensate for the inconveni-

ence. For the Consulting Staff, more of

a sacrifice is required, and one would
have to rely heavily on the good graces,

largesse, and missionary zeal of the

best motivated of men of medicine.

Bad? No. . . . good. For if, indeed, in

this desert of existence of mankind, the

refreshing pool of idealism in the oasis

of the community of men of medicine

has become so depleted, then there is no

hope for men in this existence; and I

withdraw from the fraternity of those

whom erringly I had admired. I antici-

pate that with a demonstrated success-

ful operation, perhaps the service of a

helicopter could be instituted as dual

commuter-ambulance. A multiplication

of facilities such as ours within a ser-

viceable area would certainly lend it-

self to this solution at reasonable pro-

rated cost.

Proposal

A specific proposal embodying the

above principles was submitted to and
approved by the local hospital board

and governing body of the parish

(county) on May 20, 1974. They agreed

to underwrite and guarantee the plan.

A contract was signed by both parties

authorizing me to attempt to implement
same. Through the good offices of the

Louisiana State Medical Society’s Head-
quarters, appeals for staff were mailed

to the three parishes comprising the two
equidistant metropolitan areas.

Appeals promised : Fee for service,

minimum guarantee; liability insurance

paid membership ACEP/EDNA paid; con-

vention allowance of $500 paid
;
and

maximum health and accident insurance

paid. I advised that this would be a

real opportunity for some established

medical group to locate and have vari-

ous specialties alternate on designated

days, possibly once weekly and serve as

Consulting Staff.

Follow-up Appeal

Two weeks later, this same appeal

was mailed to physicians of the rest of

the state, and a different letter was
mailed to the original three parishes.

I advised that about the 20th of May
I had sent a proposal for staffing the

“West St. James General Hospital” at

Vacherie. I indicated that it offered a

once-in-a-lifetime opportunity for the

fulfillment of a young man’s dream to

bring first class medicine to people who
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need it and need you. I also indicated

that response had been thus far beyond

my wildest expectations. All we needed

were two more ER physicians to join,

and our Consulting Staff would be ade-

quate to begin operations. I advised that

we could still use the services of a pedi-

atrician, EENT man, ophthalmologist,

orthopedist, urologist and dermatologist

on our Consulting Staff and/or to con-

duct periodic outpatient clinics. I plead-

ed for help saying that our community,
which serves a rural population of ap-

proximately 35,000 people, needs and
wants you. They voted for you and are

now praying in all our churches that

you will come and serve.

And the Word Was Made Flesh

Response was overwhelming! The
men of our profession were tried and
not found wanting. By July 14, 1974,

just short of eight weeks later, our ER/
Resident Staff was complete as follows:

1.) Myself; 2) S. Sartinoranont, MD
(Master of public health and tropical

medicine)
; 3) Arthur W. Bohmfalk,

MD (specialty training OB/GYN)
;
and

4) Arthur T. Fort, MD (Board certified

OB/GYN).
Consulting staff commitments were

acquired as follows: 1) Three man
OB/GYN; 2) Two man urology; 3) Two
man orthopedics; 4) Two man surgery;

5) Two man radiology; 6) Pathologist;

7) Dermatologist; 8) Two man ENT;
9) Two man ophthalmology; and
10) Pediatric surgeon.

Long Awaited Opening

For the people of Vacherie, John
Frum has come ! The long awaited
opening was October 2, 1974.

The successful implementation of this

plan suggests and encourages me to pro-

pose to the medical planners and the
men of medicine of the world the fol-

lowing solution to the delivery of com-
prehensive rural care. I include sug-
gested areas of involvement of political

bodies and the medical profession.

To the Men of Our Profession

1. For those physicians to whom
rural service appeals to form groups of

a minimum of four to specialize in ser-

vicing rural facilities, as Resident Staff.

2. For those specialists to whom
this pioneering endeavor appeals, to

form clinic groups, similar to those of

metropolitan areas, limited to delivery

of their services to several community
hospitals within a service area.

This group could conduct outpatient

clinics and/or surgery scheduled as

dictated comparable to metropolitan

practice except that these services would
be rendered on a regular periodic sched-

ule as deemed necessary from experi-

mental trial and as necessary for emer-

gency, keeping in mind that the primary
Resident Staff as outlined above is in

constant attendance.

To the Political Bodies

1. Within serviceable distance of a

metropolitan area, form rural units into

a service district.

2. Each rural unit to construct a

feasible community hospital.

3. Encourage, solicit and entice

—

not coerce—the assistance of physicians

of nearby metropolitan areas to form
above outlined groups of active and con-

sulting staffs.

4. Provide helicopter service, pro-

rating cost of equipment and operation

among the rural units of the service dis-

trict. Use of this helicopter as a com-
muter service as well as an ambulance,
to deliver active and consulting staffs

will eliminate the necessity of the staff

to leave metropolitan life to serve.

And Dwells Among Us

Primitive New Guinea and Tanna man
erred in seeking supernaturally from
his god a natural good the means to

whose achievement was already known
to man. Biblical man sought to achieve

the supernatural reward of Heaven by
counsel of man, ignoring the means re-
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vealed by God. Modern man tends to

ignore the Wisdom of both God and

man.

I do indeed acknowledge an Intellect

and Wisdom superior to mine.

First, among men, especially of my
profession, I propose not to be the

fount of all knowledge and I invite ques-

tions, criticism and debate. No prosely-

tizing or defensive position of this pro-

posal is intended, so please, no attack.

I promote no cause for any political

body or personal gain. What I am try-

ing to say is, I have no funds; so if you
attack, and expect a reply, please send

a self-addressed stamped envelope.

Second, from my God, I beg guidance.

To this end, in the incipience of the

plan, congregational prayers in all local

churches of all denominations were
solicited for its success. In Vacherie,

our people, the governing body and the

medical profession now understand and

speak a common tongue.

NEEDED
PRIMARY CARE PHYSICIANS

General Practitioners, Internists or Pedia-

tricians are needed for an interdisciplinary

program providing comprehensive care and

habilitation for retarded children and adults

at Partlow State School and Hospital, a

state residential facility.

Requires Alabama license. Salary $3 1 ,785

to $42,592 annually. Excellent fringe bene-

fits. College area, thriving community.

Address Inquiries to:

DR. ROBERT SANDERS, Superintendent

Partlow State School and Hospital

P. O. Box 1730

Tuscaloosa, Alabama 35401

Telephone: (205) 553-4550

AN EQUAL OPPORTUNITY EMPLOYER

RIVER OAKS HOSPITAL
Announces the Opening

Of Its

DAY TREATMENT
CENTER

October 1, 1974

Partial Hospital Programs

To Meet Individual Needs
Hrs.: 9:00 a.m.—3:00 p.m., M., W F.

Other Programs To Be Announced

ROBERT L. NEWMAN, JR., M.D.
Medical Director

BARBARA STEIB, R.N.
Psychiatric Nurse-Therapist

WILLIAM H. AYERS, III, M.S.W.
Clinical Social Worker

JOHN KITE
Activity Therapist

Group Therapy, Family Therapy,

Music Therapy, Recreational Therapy
and Occupational Therapy

1800 Jefferson Hwy.—835-2661

New Orleans, La. 70121
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Have you ever held a meeting

between a Riverboat and a Southern Plantation?
alone be sure to stay at

our place ! Our fun
facilities are as fabulous
as our meeting facilities!

//us L+ i4~

MAVorriott
HOTEL

between them both in

meeting rooms to end
them all

!

You’ll have
30 meeting rooms and
60 conference parlors.

Canal at Chartres, New Orleans, La. 70140
(504) 581-1000 or Toll Free (800) 228-9290

You can ! At the new
1000 room, 42 floor

New Orleans Marriott
... in the French
Quarter ! Where the

lobby’s a Southern
Plantation fantasy; the

rooftop’s an old-time

Mississippi Riverboat
restaurant; and you’re

Plus a Grand Ballroom
2 stories high that

houses 2500 and 2 huge
exhibition halls, all

wired for sound. And,
you’re just 2 blocks

from the Rivergate
Exhibition Center.

If you’re in New
Orleans on business

96
J. Louisiana State M. Soc.



i^aaioioc^y. f cic^e

Hemangioma of Skull

S
OLITARY, circumscribed, radiolucent,

lesions are occasional finding's in ra-

diographs of the skull which may have

been ordered for a variety of reasons

ranging from skull trauma to headaches

to an unexplained palpable mass. Such a

case is discussed here.

Report of a Case

A 40-year-old housewife from Florida reported

that recurrent headaches had started in 1950.

Thorough examination revealed no disease. In

July of 1954, headaches again became frequent.

One month later, the patient noticed a tender

spot on the right side of her head, and in Sep-

tember a slight swelling could be palpated in the

right parietal area. Radiographs at home re-

vealed a radiolucent lesion in the parietal bone.

She was referred to the Ochsner Clinic. Radio-

graphs on November 4, 1954 showed a solitary

rounded, clearly demarcated lesion of 2 cm di-

ameter (Figs 1 and 2).

Fig 1. Radiograph of skull, showing solitary

radiolucent lesion in parietal area.

Under local anesthesia, the lesion was resected.

Grossly, there was a bluish mass that was soft

but bulged the bony surface. Histologically,

From the Departments of Radiology and Ra-

diation Therapy, Alton Ochsner Medical Founda-
tion and Ochsner Clinic, New Orleans.

Reprint requests to Dr. Ochsner, 1514 Jeffer-

son Highway, New Orleans, Louisiana 70121.

SEYMOUR FISKE OCHSNER, MD
New Orleans

Fig 2. Close-up of radiograph, showing the

honeycomb type radiolucency which is charac-

teristic of hemangioma.

there were large vascular channels eroding the

bone with no evidence of malignancy. It was
diagnosed as a cavernous hemangioma of bone.

Comment
Hemangiomas of the skull usually occur

in adults, and tend to involve the parietal

bones more frequently than other sites in

the skull. Usually a firm and slightly

painful lump can be felt beneath the

scalp. Infrequently the center may be soft

or fluctuant .

1 Radiographically, the cav-

ernous type has a rather characteristic

appearance—a circular area that has a

fine honeycomb-like radiolucency. Usually

there is no marginal sclerosis. Increased

vascular channels are occasionally pres-

ent. When seen tangentially, there may
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be radiating, parallel, hair-like spicules

of bone projecting from the lesion. 2

The most likely differential problems

are:

1. Eosinophilic granuloma. It may
show a bevelled margin.

2. Dermoid and epidermoid lesions.

Marginal sclerosis more likely in these.

3. Fibrous dysplasia. Rarely occurs as

small solitary defect.

4. Myeloma or plasmacytoma. Usually

other evidence of myeloma.

5. Solitary metastasis. Usually iden-

tified by history or other evidence of pri-

mary tumor.

6. Surgical defect. May be mistaken

if medical history of patient is unknown.

7. Anomalous parietal foramina. Usu-

ally these are bilateral and asymptomatic.

Summary

Hemangioma of the skull usually has

a characteristic appearance. Careful ex-

cision is the treatment of choice if there

is doubt about the diagnosis or if the

lesion is symptomatic.

References
1. Jaffe HL: Tumors and Tumorous Conditions of the

Bones and Joints. Lea & Febiger, Philadelphia, 1958,
pp 230-236

2. Newton TH. Potts DG : Radiology of Skull and
Brain. Vol 1, Book 1, 1971, C. V. Mosby, St. Louis, p 201
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Coronary Artery Disease Mimic

JORGE I. MARTINEZ-LOPEZ, MD*
New Orleans

The following tracing belongs to a 32-year-old white woman with a one-month his-

tory of intermittent, non-exertional precordial pain. The pain did not radiate. Six

months previously, a routine physical examination first disclosed an apical systolic mur-

mur. At the time the electrocardiogram (Fig 1) was recorded, she was on no medication.

What is your diagnosis?

Elucidation is on page 116.

* From the Cardiology Section, Department of Medicine, L.S.U. Medical Center, and the Heart

Station, Charity Hospital of Louisiana, New Orleans.
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Did You Know That

RUCKER PHARMACAL CO., INC

Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Li ne Avenue Shreveport, Louisiana 71106
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dical Grand Rounds
from

Touro Infirmary

Primary Aldosteronism

Dr. Paulina Rognoni: (a) The patient

today is a 42-year-old obese nonsmoking
white male welfare worker with a Mas-
ter of Education Degree, who entered

upon his fifth period of hospitalization.

He had undergone tonsillectomy and
adenoidectomy at 5, appendectomy at

15, hemorrhoidectomy at 34 and left

adrenalectomy at 40 years of age respec-

tively. He had also had pneumonia
three times. This time he was admitted

because of recurrent weakness, gain in

weight, nocturia, polydipsia, polyuria

and failure to respond to measures di-

rected against hypertension. Three
years earlier the patient started with

(a) Intern, Department of Medicine, Touro In-

firmary.

Edited by SYDNEY JACOBS, MD
New Orleans

dizziness, weakness, polydipsia and
polyuria and was found to have hyper-

tension and hyperglycemia. He had not

previously experienced such symptoms
nor had he known of any family mem-
ber with hypertension or diabetes melli-

tus. His physician treated him for hy-

pertension over a period of two years

with unsatisfactory results.

One year ago, he was transferred to

his current physician, recognizing the

need for a thorough investigation. At
that time, the patient exhibited hyper-

tension (BP 146/100 to 204/118) hypo-

kalemia, metabolic alkalosis, albuminu-

ria and electrocardiographic evidences

of myocardial disease with left ventric-

ular hypertrophy. The chest x-ray
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showed cardiomegaly ;
in the peripheral

blood, renin measured 0.5 microgram

which was low; and aldosterone meas-

ured 35 micrograms which was high.

Attempts at venography were unsuccess-

ful. A sample of blood from the left

renal vein contained as much as 545

micrograms of aldosterone suggesting a

left adrenal tumor. Concomitant early

morning levels of serum cortisol were
normal. He was scheduled for a left

adrenalectomy.

At operation, the entire adrenal gland

was removed. It weighed 16 grams
whereas it normally weighs 6 grams.

The specimen was submitted to the

pathologist who identified the “adeno-

ma”—which was regarded as the sole

autonomous source for elaboration of

aldosterone
;
hence the operation was

concluded with unilateral extirpation.

Routine histologic studies of the gland

later established the diagnosis as diffuse

nodular cortical hyperplasia, not adeno-

ma, with multiple nodules. The patient

was discharged and warned of the pos-

sible need for operation on the other

gland because of bilateral nodular hy-

perplasia. On the day of discharge, the

plasma aldosterone level was 48 ;
the

normal upright value was 5 to 30. Two
months postoperatively, he reported re-

currence of weight loss and weakness
which responded initially to administration

of Aldactone, 200 mgm daily. Ten months
postoperatively, accentuation of these
symptoms raised the question of need
for further surgical therapy. He was
admitted to the hospital for considera-
tion of right adrenalectomy; two-thirds
of the gland were to be removed. This
is the important question to be an-
swered.

The patient presents as an obese
man, standing 5 feet 10 inches and weigh-
ing 273 pounds. While reclining, his

blood pressure was 166/95; tempera-
ture was 98.6 degrees; pulse rate was
92; and respirations were 18. He wears
glasses. Grade II hypertensive retinop-

athy and gynecomastia were the only

other important physical findings. The
fasting blood sugar was 237. The serum
cholesterol was 510. SGOT was 77, and

the SGPT was 155. Serum sodium was
137 ;

and potassium was 4.6. While tak-

ing an unrestricted salt diet, the periph-

eral aldosterone level was 9.4 nano-

grams percent. The gallbladder visual-

ized normally; and a liver scan showed
no abnormalities. An endocrinologic

consultant agreed with the diagnoses of

primary aldosteronism due to bilateral

adrenal hyperplasia
;
hypertension sec-

ondary to aldosteronism; diabetes melli-

tus
;
hyperlipoproteinemia

;
and massive

obesity. He suspected that the patient

had subclinical hepatitis and advised at-

tempts to improve liver function and
weight reduction to control the diabetes

before subtotal right adrenalectomy.

Dr. Sydney Jacobs: (b) Since the pa-

tient possesses a Masters Degree in Edu-
cation you would assume that he knows
a little bit more about his family than
the average person and would take that

information a little bit more seriously.

Mrs. Susan Jett: (c) He did eat exces-

sive amounts during the day. He ate

three meals plus two heavy snacks at

work and he did follow his diabetic diet

for about three months when he was first

instructed in it; but he told me one of

his doctors had told him that his blood
pressure was normal and he didn’t have
to follow it any more, I would have rec-

ommended a 700 calorie low cholesterol

diet. I talked to him last week and he
was following his 1200 calorie diabetic

diet quite well. I think he had lost 10
pounds since his hospital stay.

Dr. Tom Oelsner: (d) Part of the prob-
lem in evaluating hypertension is decid-

(b) Chief, Department of Medicine, Touro In-

firmary; Clinical professor of medicine, Tulane
University School of Medicine.

(c) Staff dietitian, Touro Infirmary.

""Director, Dialysis Unit, Touro Infirmary;
Clinical assistant professor of medicine, Tulane
University School of Medicine.

102
J. Louisiana State M. Soc.



MEDICAL GRAND ROUNDS—Touro Infirmary

ing how vigorously to look for the 5

percent of the hypertensives with “sur-

gically curable” disease. Before study-

ing these patients, one must determine

whether or not they are surgical candi-

dates or if their disease would better be

treated medically. I feel that any young
patient with hypertension or an older

patient with an acute exacerbation of

hypertension should undergo certain

tests. These tests should include a rapid

sequence IVP, a serum potassium con-

centration while on no medication, renal

isotope studies and an evaluation of the

total renal function. In addition, a

peripheral serum renin level may be

helpful. Obviously, the initial step is to

do a good physical examination. A bruit

in the abdomen is strongly suggestive

of vascular disease and when followed

up by a positive rapid sequence IVP is

strongly suggestive of a vascular lesion.

At that point renal vein renin levels are

obtained by renal vein catheterization.

The aortogram should be the last test.

It is done solely for the purpose of local-

izing a vascular lesion before surgery is

performed. The peripheral renin levels

are of interest in primary hyperaldos-

teronism.

Dr. John Ball: (e) This man was re-

ferred to me initially because his hyper-

tension wasn’t responding to what
should have been adequate therapy.

The negative family history of hyper-

tension led me to a work-up. During
his most recent admission when I came
to examine the patient, his parents were
there. I took their blood pressures,

found them to be high and learned that

the father was taking antihypertensives;

so even a Masters in English doesn’t al-

ways equip you to know what’s going
on in your family. And from there I

would look for clues as to the diagnosis.

There’s a physiological relationship

between angiotensin and aldosterone.

When there is diminished blood volume,

(e) Clinical assistant professor of medicine,

Louisiana State University School of Medicine.

when there is diminished renal blood

flow, the kidneys release renin which

acts on liver-produced angiotensin to

cause the adrenal glands to produce and
release aldosterone

;
this, in turn makes

the kidneys retain more salt and water
thus re-expanding the blood volume.

Under normal circumstances there is a

reciprocal relationship between the

amount of renin that is measurable and

the amount of aldosterone that is mea-
surable : as aldosterone is needed by the

body, more renin is produced so that

the two travel in the same direction. A
rise in the serum renin is the primary

event leading to a series of chemical

reactions which increases the level of

aldosterone. In looking for a correcta-

ble cause of high blood pressure we
found decreased levels of renin and in-

creased levels of aldosterone, neither of

which could be influenced by salt depri-

vation or sodium loading; thus the level

of aldosterone was autonomous and in-

dependent of the other body functions.

Clearly this man had either an aldos-

terone tumor or adrenal hyperplasia

which is extremely rare. The next step

was venography to localize the “tumor”.

We were able to get blood from one

renal vein which showed a markedly
increased level of aldosterone in that

renal vein leading us to believe that the

man’s tumor was on that side. We were
unable to visualize either adrenal area

radiologically. Incidentally, some work-
ers have discontinued adrenal venogra-

phy relying on renal aldosterone and
adrenal vein aldosterone levels only.

Not being able radiologically to localize

the source (or sources) of autonomous
production of aldosterone, we chose to

believe that the usual thing was occur-

ring: that aldosterone was being se-

creted by a tumor of the left adrenal;

hence the left adrenalectomy was done.

Postoperatively, we knew that follow-

ing removal of a left hyperplastic adre-

nal, he still continued to secrete excess

aldosterone autonomously. Now we
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were facing a similar problem in the

other adrenal gland, and the problem

was whether to operate surgically on

the remaining adrenal gland or to treat

him medically. But he just wasn’t doing

well. With spironolactone therapy to

attempt “neutralization” of aldosterone,

he had increasing gynecomastia, per-

sistent nausea and malaise, unremitting

hypertension, subclinical liver dysfunc-

tion and progression of his diabetes

from chemical to overt.

Dr. Jacobs: Are any of these evi-

dence of Cushing’s syndrome?
Dr. Ball: He had normal blood corti-

sol levels
;
so it was not a hydroxycorti-

coid disorder.

Dr. Oelsner: Are you contemplating

doing the other adrenalectomy now or

do you think that he’s better off with

his hypertension than with the risk of

a postoperative Addison’s disease?

Dr. Ball: I think we will probably

defer surgery indefinitely and attempt

intensive medical therapy—that means
well-supervised diet therapy. I’m sure

that his progressive diabetes is due to

weight gain which is why he just wasn’t

feeling well.

Dr. Thomas K. Taylor: (£) I want to

ask you something about this renin aldos-

terone test. You said that generally

renin values and aldosterone values

parallel themselves in the plasma.

Dr. Ball: That’s right.

Dr. Taylor: And this man has hyper-

aldosteronism with low renin. And you
thought this was due to the autonomous
source of the aldosterone.

Dr. Ball: That’s right.

Dr. Taylor: And if you give him nor-

mal saline and keep him recumbent over-

night, won’t his peripheral blood renin

be low in the morning?
Dr. Ball: You wouldn’t have to use

saline if he were recumbent all night.

Either with the saline infusion or over-

night recumbency, the renin levels fall

< f
) Intern, Department of Medicine, Touro In-

firmary.

to low. In this man, they were low

from the time that he came in. There’s

just no way to get the levels up.

Dr. Taylor: And conversely if you

walked him around and gave him

diuretics, shouldn’t renin go up?

Dr. Ball: That was the case. His

renins did not go up with diuretics and

salt restriction.

Dr. Rognoni: He had a renin level of

.03 microgram after a sodium load.

Dr. Oelsner: But you would expect

it to be low in a normal healthy person;

would you not?

Dr. Ball: Right, but I wouldn’t expect

it to be that low after a week on a low

sodium diet ingesting every day 10 mEq
of sodium. The forms of aldosteron-

ism are aldosterone-producing adenoma
(APA), idiopathic hyperaldosteronism

(IHA), indeterminate hyperaldosteron-

ism (IndHA) and glucocorticoid re-

sponses hyperaldosteronism (GRHA).
APA is in some series given as 95 per-

cent. APA is what we’re really looking

for, and we wound up with either IHA
or IndHA; both of which represent

forms of diffuse adrenal hyperplasia.

The difference between these two is

that IndHA suppresses with doses of

DOCCA (desoxycorticosterone acetate)

whereas IHA does not. IndHA under
physiologic conditions, acts autonomous-
ly, but you can overwhelm it with injec-

tions of DOCCA. There is a difference

of agreement about what is the best

management for IndHA and IHA; but

available data suggest that medical

management is best in the long run.

Dr. John J. Abbott: (s) After total

adrenalectomy on both sides, he still

had hypertension.

Dr. Ball: That’s frequently true about
one-quarter of the time

;
and also from

what I read, you always get rid of the

hypokalemia and you’re frequently, but
not always, left with hypertension.

Dr. Jacobs: How can you tell before

(8) Medicine resident, Touro Infirmary.
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surgery whether you’re dealing with a

benign adenoma or a carcinoma? Is

there any way of telling endocrinologi-

cally ?

Dr. Ball: Carcinomas are very very

rare in aldosterone-producing tumors.

Dr. Jacobs: I’ve read somewhere that

occasionally you are confronted with the

situation of hyperplasia, and the sur-

geon must be prepared for bilateral

surgical approach simultaneously.

Dr. Ball: If this man hadn’t weighed

250 pounds or if we had not found what
we regarded as a unilateral tumor likely

to be a complete cause for autonomous
production of aldosterone, we might

have explored him differently.

Dr. Jacobs: Do adrenolytics have any
place here at all ?

Dr. Ball: I don’t remember seeing

any case reports of their use in primary

aldosteronism although they have been

used in Cushing’s disease. About two
years ago, I reviewed cases in this hos-

pital of correctable causes of hyperten-

sion
;
and over a five-year period we had

approximately two cases of antemortem
discovery of aldosteronism. We had
one case of hyperaldosterone that was
never documented, four cases of unilat-

eral renal artery stenosis that came to

surgery and two or three that did not.

At Touro Infirmary, one doesn’t amass
correctable causes of hypertension. In

a referral center in a matter of five

years they can accumulate 20 cases of

aldosteronism because patients are sent

there specifically for that reason
;

in

New Orleans you have to selective.

Dr. Jacobs: Would that be true for a

42-year-old white man with hyperten-

sion ?

Dr. Ball: The only thing that caused

him to be worked-up was his back-

ground. First, he didn’t know that his

parents were hypertensive and if he had
known that he never would have gotten

worked-up, so it saved him to be igno-

rant. The second thing was that he did

not respond to drugs.

Dr. Jacobs: Is his hypertension re-

sponding at present to therapy now that

one adrenal is out?

Dr. Ball: There are two factors here.

One is his voracious appetite, and the

other is the drug therapy. When he was
in the hospital, he was taken off drugs

altogether for a week, and his blood

pressure became normal.

Dr. Jacobs: How long did it take him
to accumulate this weight? Was he

overweight as a boy?

Dr. Ball: He was always overweight

as a boy, was very painfully dieting and

managed to get down to close to 200

pounds.

Dr. Jacobs: Was he athletic in col-

lege ?

Dr. Ball: No.

Dr. Herbert: Does he fall asleep?

Dr. Ball: No, he is gargantuan rather

than Pickwickian.

Dr. Jacobs: Dr. Ball, what do you

plan for the patient for the immediate

future ?

Dr. Ball: Weight Watchers and the

continued use of Aldactone.

Editor’s Note: The patient’s blood

pressure dropped without medications

to 140/74 as his weight decreased to

263 pounds.
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SYMPOSIUM ON PRACTICAL GENETICS

FOR PHYSICIANS

Friday, April 4, 1975

8:30 a.m. to 5:30 p.m.

Louisiana State University School of Medicine

New Orleans, Louisiana

Featured Speaker:

HENRY L. NADLER, M.D.
Chief of Staff, Children’s Memorial Hospital, Chicago;

Chairman, Department of Pediatrics, Northwestern University

School of Medicine, Chicago

Sponsored by The National Foundation—March of Dimes,

Metropolitan New Orleans Chapter

Presented and Hosted by the Department of Medicine,

Louisiana State University School of Medicine

Co-hosted by the Department of Continuing Education,

Louisiana State University School of Medicine

Ten other faculty members from Louisiana State University and Tulane

University Medical Schools are also participating on the symposium faculty.

ACCREDITATION: This program is acceptable for seven hours of prescribed

credits by the American Academy of Family Physicians and Category I credit by

the American Medical Association.

The purpose of this program is to provide up-to-date information on genetic

diagnosis, treatment, and counseling for family practitioners, internists, pediatri-

cians, obstetricians, and other interested physicians.

For additional information call

(504) 527-5033 or (504) 861-1436

106 J. Louisiana State M. Soc.



(juedt Editorial!

National Health Planning ;

Act of 1974

The waning days of the 93rd Congress

saw the passage of P.L. 93-641, the Na-
tional Health Planning and Resources

Development Act of 1974. This law was
passed over the objections of many
health provider groups including the

Louisiana State Medical Society and the

American Medical Association. At the

time of this writing, the American Medi-

cal Association is in the final stages of

preparing a lawsuit contesting the con-

stitutionality of the above mentioned law

based primarily on an interpretation to

the effect that the law violates states’

rights.

Public Law 89-749, the previously

existing Comprehensive Health Planning

Act, is repealed by Public Law 93-641.

The new law is much more regulatory

in its general tone with a greater em-
phasis upon centralization of fundamen-
tal decision-making processes. Some of

the onerous features of the law are ex-

emplified by the following excerpt which

represents a direct quote from Title XV,
Part D, Section 1533, paragraph (d) :

(d) The Secretary shall establish the follow-

ing within one year of the date of enact-

ment of this Title

:

( 1 ) A uniform system for calculating the

aggregate cost of operation .and the

aggregate volume of services provid-

ed by health services institutions as

defined by the Secretary in regula-

tions. Such system shall provide for

the calculation of the aggregate vol-

ume to be based on:

(A) The number of patient days;

(B) The number of patient admis-

sions;

d Resources Development
P.L. 93-641

JOSEPH A. SABATIER, JR., MD
New Orleans

(C) The number of out-patient vis-

its; .and

(D) Other relevant factors as deter-

mined by the Secretary.

The entire statute is included in a

52-page booklet which appears to be so

broadly written as to give a great deal

of discretion to the authors of any guide-

lines to be used by the Secretary of

HEW in implementing this law.

It is safe to predict that this piece of

legislation could have more impact on

the practice of medicine than any sin-

gle piece of federal legislation includ-

ing the Medicare legislation with its

amendments.

It would seem appropriate that all

medical organizations at every level

take several steps in response to the

passage of this law

:

1. The membership should be fur-

nished with summaries of the law

;

2. Organized study of the law should

be assigned to an appropriate responsi-

ble committee who would then report

back to the parent body;

3. A strategy should be developed

at state level so that the law could be

constructively implemented in the best

interest of patient care

;

4. Appropriate areas for amend-
ment should be identified and trans-

mitted in a convincing fashion to the

state congressional delegation
;
and

5. Constructive criticism of this law

by the medical profession should be ef-

fectively delivered to the public in their

own interest.
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JIM KIRBY—PRESIDENT

INSURANCE
AND
INVESTMENT
COUNSELORS

You’re a professional. The people shown here are

professionals. And when you need to know about
insurance, investments, and complete financial

planning—we can help. Because helping you is

our profession.

Coordinated Planning Services—chosen by the

Louisiana State Medical Society as Official Admin-
istrator of your group insurance plans. But our
business is more than that. It's helping you. With

total financial planning—long term or short term
—with all types of insurance, investments, tax

shelters, pension plans, etc.

BILL GAUTHIER BERNIE PINSONAT

WILL JOFFRION
Director,
Property & Casualty

Ann Walsh Carmen Kelly Maxie Garon Louise Kean CURT KEAY
Director, Life,
A & H. Investments

Kathleen Troxler Beatrice Altazin Ginny Waller Christine Sumrall Mina Latham

Coordinated Planning Services, Inc.
GROUP CONSULTANTS
BYNUM, GRACE & KIRBY, INC.
555 BUILDING • ST. TAMMANY ST. • P.0. DRAWER 66635 • BATON ROUGE, LA. 70806 • (504) 926-6370

All securities transactions are processed through our Registered
Broker Dealer, Kelly & Morey, Inc.
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S'ocioeconomic
By LEON M. LANGLEY, JR.

Inflation Hurts Federal Spending on Health

—

From 1969 to 1974, U. S. government

spending for all health-related matters rose by almost 100%, from $16.7 billion

to $31.9 billion. But when the spending jump is measured in terms of what
the dollar could buy in 1969, then the increase was only 40%. Using this “con-

stant dollar” approach, a National Planning Association study shows the effect

of rising prices in specific health areas. In Medicare, total outlays went from

$6 billion to $12 billion in 1974, but the constant dollar measurement revealed

the increase was only to $7.9 billion.

The AMA Will Go to Court in an Attempt to prevent the federal government from

implementing the National Health Planning and Resources Development Act.

The measure, long opposed by the AMA and the Louisiana State Medical

Society, as well as other health care organizations, was signed by President

Ford last week. The Executive Committee of the AMA Board of Trustees im-

mediately directed the legal staff to prepare action. The suit will seek to have

the law declared unconstitutional as an unwarranted assumption of state author-

ity by the federal government. The law replaces the present Comprehensive

Health Planning Program and the Regional Medical Programs. It will create

a system of regional health systems agencies with local and state agencies

developing and implementing health plans under guidelines prepared by HEW.
The law authorizes grants for not more than six demonstration projects on rate-

setting regulations and requires all states to adopt certificate-of-need legisla-

tion governing the development of new institutional health services. The law

extends the Hill-Burton Program and authorizes assistance for construction of

new out-patient facilities, construction of facilities in areas with recent popula-

tion growth, and conversion of existing facilities for the provision of new ser-

vices. At least 25% of any state’s allotment must be used to construct out-

patient facilities among medically under-served populations.

Health Care Prices Are Increasing Less than the cost of living in general, and
HEW Secretary Caspar Weinberger has acknowledged this fact with a press

release. Weinberger had sought to retain controls on health care costs when
the Economic Stabilization Act expired last April 30, foreseeing a “skyrocket-

ing” annualized increase of 19.1%. But recently he said he “is pleased to be

able to report that medical prices have continued to rise less rapidly than the

overall cost of living.” He made no mention of controls. He said, “We must
remember that the health industry is pari of the general economy and faces

severe pressures to keep down the cost of one of our most vital services.” Wein-
berger’s statement got no notice in the press. The medical care component of

the Consumer Price Index rose .8% in November, the same as the all-items

category. Physicians’ fees rose .6%, by far the smallest increase since controls

were lifted seven months earlier. Weinberger said medical care prices rose at

an annualized rate of 9.6% in November, compared to 10.7% for the general

cost of living.

<=!!=>
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TWO
NEW
w\ys
TO
BUILD
YOUR
LARGER
RETIREMENT FUND

IF YOU’RE SELF-EMPLOYED
Now, with amendments to the Keogh Act (Self-Employed Individuals

Retirement Act), you can save up to $7,500 annually or 15% of your

earned income, whichever is less, in a tax-free fund. Capital Savings

Association has three retirement plans to help your funds grow. Your

deposits are 100% tax deductible and your earnings are tax-free You pay

no income tax until your funds are paid out. With these tax advantages

your retirement fund grows larger and faster

Whatever you are — dentist, doctor, architect, lawyer, farmer, etc. —
you can have your own retirement fund. The Keogh Act and its amend-
ments help the self-employed person like you And the Capital Savings

Association helps, too, with your kind of retirement savings plan

IF YOU’RE AN EMPLOYEE NOT
PARTICIPATING IN A PLAN
You can create your own plan, too. You and/or your working spouse can

each deposit up to $1,500 annually or 15% of your earned income,

whichever is less You get the same tax advantages as the plan for

self-employed persons, so your savings grow faster and larger, too!

IT'S TIME TO ACT!
Find out more about these new retirement

plans today Clip the coupon and send it in

We'll send you the information you need to

get your retirement savings growing at

Capital Savings Association 1

YES ,
I want to know how you will help me build a better retirement plan

Please send me the information on your plans

Designed for self-employed persons and their employees

Designed tor workers not now covered by a retirement plan

NAME.

(504) 387-2112 •

P 0. Box 1389
Fourth at Florida

Baton Rouge, Louisiana 70821

STREET ADDRESS

Oily Slate 7ip

TELEPHONE OCCUPATION

Mail to Capital Savings Association • p 0 8o> 1389 • Baton Rouge La 70821
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Orcjcim. :ation •Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

STETLER RESPONDS TO CBS
DOCUMENTARY

To AI Wasserman, CBS News:

Since you expressed an interest in our opinion

about the January 10 program, “Prescription

—

Take With Caution,” I would like to offer a

few observations. We appreciate your attempt

to establish a solid respect for the dual nature

of prescription drugs, since they have indeed

a capacity to do good when well used and harm
when misapplied. By the same token, the prob-

lem of individual patient non-compliance with

drug regimens is at least as serious a problem
as adverse drug reactions, and if explained would
have provided another perspective. To the ex-

tent the program might encourage patients to

ask their doctors to help them understand their

prescriptions better, good will result.

However, the premise that as a nation we use

drugs “poorly” is simply not established. By
and large, the evidence suggests that most pre-

scribing is well done, that as a nation we use

drugs relatively well—and especially in light of

the state of the art, slow progress against in-

tractable diseases and imperfections in the drug
armamentarium. Hence we believe the program
erred in leaving the impression that doctors are

routinely inept and ignorant in their prescribing.

Frankly, I got the feeling during the inter-

views of the young doctors that these young
men were reflecting the anti-industry attitudes

of their teachers at least as much as their own
experience, which was obviously limited. They
appeared to have little real understanding of the

drug industry.

In fact, were I a physician, I think that I

would be very annoyed at the overall disparage-

ment of prescribing. The doctors themselves

have been the prime movers in the effort to

set up peer review programs, and still fur-

ther improve sophistication in prescribing. We
fully agree, incidentally, that the way to even

better prescribing and monitoring lies in well-

designed and thorough peer review systems.

However, the San Joaquin utilization review

segment on the show highlighted only the cases

of excessive prescribing or utilization. We have
been informed that the San Joaquin experience

sometimes shows underutilization to be a greater

problem than overutilization. Another interest-

ing finding at San Joaquin: Kern County (within

the San Joaquin geographic area) was found to

have the highest per capita drug expenditure

and the lowest per capita total medical expen-

diture. This demonstrates the general principle

that, on the whole, medicines displace other and
more expensive health care costs. (See chart 1.).

We are convinced that industry promotion

—

carefully monitored as it is—fulfills an absolute-

CHART 1: PRESCRIPTION DRUG PROFILE of Selected Health

Maintenance and Related Organizations

Rx per person per year *»—

Charge per Rx

Charge per enrollee per year — — — —

SOURCE: Inclusion of Pharmaceutical Services in Health Main-

tenance and Related Organizations, Department of HEW, Publica-

tion No. 74.13017, pages 46-47.
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March, 1975—Vol. 127, No. 3 111



ORGANIZATION SECTION

ly essential function in helping to keep the

health professions informed about drug products

and services. Nothing on the horizon could ef-

ficiently take its place without creating a serious

informational gap that would be detrimental to

patient care. Hence we think that interviews

with more physicians, and especially more “sea-

soned” ones, would have contributed a clearer

picture of industry promotion and its role in

keeping physicians informed. This role was not

well explained.

We are pleased that you did express reluc-

tance at accepting simple solutions or easy esti-

mates of the size or the causes of adverse drug

reactions. Recent perspectives presented by vari-

ous medical authorities, some of them following

the preparation period for your show, pretty

much put to- rest invalid extrapolations and

grossly inflated figures about deaths, injuries

and costs.

C. Joseph Stetler, President

Pharmaceutical Manufacturers

Association

OPEN INVITATIONAL LETTER
CONFERENCE ON THE DISABLED

PHYSICIAN
Dear Physicians:

The existence and consequences of emotional

and psychological illness in physicians, as well

as of pathological conditions that may impair

the doctor’s judgment and skill, are issues of

paramount concern to the medical community.

Organized medicine, by virtue of its profes-

sional commitment to the public welfare, must
now work toward developing a more viable strat-

egy of identifying and guiding those physicians

who have become disabled because of mental
disorders, alcoholism or drug dependence.

The American Medical Association, through
its Department of Mental Health, will sponsor
this spring a milestone national conference deal-

ing with the disabled physician. We sincerely
hope that many of you can attend.

This meeting will be held in San Francisco at

the St. Francis Hotel on April 11-12. It will

focus on the issues of motivating the disabled

physician to seek advice and treatment, and

exploring alternative procedures to insure the

effective treatment, rehabilitation and disciplin-

ary action, when necessary, of the disabled

physician.

Another charge of the conference will be to

examine various options for legislative support,

including AMA’s “Disabled Physicians Act.” As
many of you may know, the AMA has developed

model legislation in the form of a uniform law.

The approach taken through this draft bill is

preventive rather than punitive. What is really

intended is to find and treat the physicians with

these kinds of disabilities.

Failing other more informal procedures, the

model legislation provides for restriction, sus-

pension or revocation of a practitioner’s license

for reasons arising out of physical or mental
illness.

Alcoholism and drug addiction in physicians,

for example, often emerge as problems of sig-

nificant human tragedy and professional devas-

tation. Now is a critical point in medical his-

tory for us to assume and exercise our full re-

sponsibility in providing competent care to pa-

tients. Accountability within the profession’s

ranks and, more importantly, for the public wel-

fare has long been organized medicine’s profes-

sional commitment as the healers in society.

Therefore, we hope you can participate at this

landmark meeting. For more specific informa-
tion concerning the conference, we urge you to

contact AMA’s Department of Mental Health.

Malcolm C. Todd, MD
President

LSMS MEETING NOTICE
A meeting of the Executive Committee of the

Louisiana State Medical Society will be held on
Thursday, April 3, 1975, beginning at 10:00
a.m. at the Society headquarters.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union Third Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month 1 ndependence
Terrebonne Third Monday of every month

Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

SEPTEMBER AND OCTOBER 1973 LSMS
JOURNALS NEEDED

The LSMS has exhausted its supply of the Sep-

tember and October 1973 issues of The Journal

of the Louisiana State Medical Society. Members
who have copies of these issues, and no longer

have need for them, are urged to return them to

the Journal office.

LSU ANNOUNCES CHAGAS DETECTING
PROJECT

Dr. Stanley Abadie of the Department of

Tropical Medicine of the LSU School of Medi-

cine in New Orleans recently announced the

availability of a service that will be helpful in

the detection of cases of chronic Chagas disease.

Dr. Abadie explained that LSU now has the

capability to do complement fixation tests for the

detection of Chagas antibody and that LSU will

perform these tests for physicians who feel they

may be encountering a case of chronic Chagas
disease.

The main clinical feature of chronic Chagas
disease is cardiac involvement. The involve-

ment may present in the form of tachycardia,

cardiac arrhythmia, or right bundle branch block.

Dr. Abadie said, “We feel that some of the

unexplained cases of myocardiopathies that the

practicing physician in Louisiana sees may be

due to Chagas disease. Further, diagnosis is

difficult by any means other than serologic and
this is where our complement fixation tests can

help.”

If you encounter a case of myocardiopathy

you feel has no easily explained etiology, you

can have these tests run for you ,at no charge.

Simply send 10 cc of clotted blood or, if possi-

ble 3-5 cc of sera to Dr. Stanley Abadie, Tropi-

cal Medicine, LSU School of Medicine, 1542
Tulane Avenue, New Orleans, Louisiana 70112.

It is not necessary to send a history with these

samnles. But in samples where a complement
fixing titer is obtained, a complete history and
follow-up studies feedback will be requested.

For more information on this project, contact

Dr. Stanley Abadie at the above address or call

504-527-5931 or 504-527-5332.

AMA TO SPONSOR NATIONAL
CONFERENCE ON DISABLED PHYSICIANS
Alcoholism, drug dependence and mental dis-

orders existing in the physician population will

be the major theme of a national conference on
the “Disabled Physician,” April 11-12, spon-

sored by the American Medical Association.

Meeting at the St. Francis Hotel in San Fran-
cisco, this meeting will attract some 300 medical

authorities representing various specialties. Par-
ticinants will examine the motivational aspects,

as well as appropriate mechanisms, for encour-

aging doctors with these disabilities to seek ad-

vice and treatment.

Accented during this two-day meeting will be

accountability to the public through the assur-

ance of competent patient care. Conference
speakers and attendees will focus on exploring

alternative formal and informal procedures for

the effective treatment, rehabilitation and dis-

ciplinary action, when necessary, of the disabled

physician.

1
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A powerful lot of people

have been saving at

Eureka since 1 884

2525 Canal Street Phone 8220650
110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

The role of the medical society, relationships

with state licensing bodies, and legislative sup-

port mechanisms will be other areas of discus-

sion.

Featured on the program are workshops on

treatment modalities, treatment facilities and

physician re-entry into professional life.

Also, there will be a discussion session devoted

to practical ways of implementing AMA’s model

legislation, the Disabled Physicians Act, which

takes the form of a uniform state law.

Preventive rather than punitive in nature,

this draft bill would establish the state medical

society as an agent to the state licensing body
in this particular problem area.

Failing other more informal procedures, the

model legislation provides for restriction, sus-

pension or revocation of a practitioner’s license

for reasons arising out of physical or mental
illness, including drug dependence and alco-

holism.

Further information on the conference is

available through AMA’s Department of Mental
Health, 535 N. Dearborn St., Chicago, Illinois

60610.

Ridiculous? Sure. But everybody, even doctors, some-
times try their hands at matters outside their expertise.
Like investment management. And it’s so unnecessary
with capable, experienced counselors like Darwin
Charles Fenner available to give investment portfolios
the full-time attention they need. His only occupation
is giving you investment advice best suited to your
situation. He is entirely on your side. Call him today
and discuss the better way than do-it-yourself for your
investments.

Darwin Charles Fenner, President

Fenner Investment Management Company
Investment Counsel

Suite 2985. 1010 Common Building. New Orleans. La. 70112

Telephone 504/581-6288
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EMERGENCY ROOM MEDICAL-SURGICAL
CARE

Sponsored by

Alton Ochsner Medical Foundation

Charity Hospital at New Orleans

Louisiana State University School of Medicine

Tulane University School of Medicine

April 7-19, 1975

This course in emergency medicine is a two-

week course of the lecture-preceptor type. There

will be a series of daily informal morning lec-

tures. These lectures will cover many of the

serious and common emergencies encountered in

the Emergency Room. They will also include

instruction in electrocardiography and practice

reading of electrocardiograms. The physician

will then have daily four-hour afternoon or eve-

ning preceptorships. Here he will have the op-

portunity of seeing and examining the patient in

the emergency state and witnessing the practical

application of the lecture material. The phy-

sician will also be given practical instruction in

endotracheal intubation, placement of central

venous lines, arterial puncture, the use of moni-

tors and other procedures performed in the

emergency room. He will also have the oppor-

tunity to make rounds in the coronary care

unit and in the intensive care unit.

The course begins with orientation and written

self-assessment examination on material that will

be presented during the two-week program and

another examination is given at the end of the

course to give the physician an opportunity to

evaluate his progress during the course.

The American Course of Emergency Physi-

cians has granted 96 hours’ credit toward its

continuing medical education requirements.

The course will be held April 7 through April

19, 1975 at the Ochsner Foundation Hospital,

1516 Jefferson Highway, New Orleans, Louisi-

ana 70121. Registration limited to 14. Fee

$400.00.

Direct all inquiries to : Division of Education,

Alton Ochsner Medical Foundation, 1514 Jeffer-

son Highway, New Orleans, Louisiana 70121.

ROCKY MOUNTAIN NEUROSURGICAL
SOCIETY

The Tenth Annual Meeting of the Rocky
Mountain Neurosurgical Society will be held on

Cozumel Island, Yucatan Peninsula, Mexico at

the Hotel Cozumel Cariebe, June 8-11, 1975.

Post-convention seminars will be held in the

Pan-American Hotel, Merida, Yucatan Penin-

sula, Mexico, June 12-13, 1975. Information
can be obtained from the Secretary, Richard H.

Moiel, MD, 601 The Medical Towers, 1709 Dry-
den Street, Houston, Texas 77025.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Sinus rhythm is present. The P-R, QRS
and Q-T intervals and the electrical axis

are all within normal limits.

The major abnormal feature is the in-

version of T waves in leads II, III, AVF,
and V4 through V6 which suggest ische-

mia of the inferolateral wall of the left

ventricle. Prominent U waves are also

noted in most leads.

Discussion

The tracing is that of a patient with the

mitral valve prolapse-click syndrome.

Physical examination revealed a mid-

systolic click, followed by a late systolic

murmur at the apex. Left ventricular

angiography demonstrated systolic pro-

lapse of the posterior leaflet of the mitral

valve into the left atrium with mitral

regurgitation, and an area of abnormal

contractility of the inferior wall.

The syndrome occurs predominantly in

women, and it may be familial or congeni-

tal. Over half of the patients with this

condition experience atypical precordial

pain, dyspnea, palpitations and/or light-

headedness.

The clinical features of the syndrome
make the diagnosis at the bedside relative-

ly easy, and include either a mid-systolic

click, a late systolic murmur or both. Once
the diagnosis is suspected, it can be readily

confirmed by non-invasive procedures,

such as echocardiography and apexcar-

diography, and also by left ventriculo-

angiography. Although the prognosis is

usually benign, sudden death and subacute
bacterial endocarditis of the mitral valve

have been reported.

Electrocardiographic abnormalities are

common. Inversion of the T waves in

leads II, III and AVF is probably the

most common variation; but abnormal T
waves may be observed in other leads,

apparently depending on which mitral leaf-

let prolapses and whether one or both

leaflets prolapse. In patients with the

syndrome who have a normal resting elec-

trocardiogram, T wave abnormalities may
be evoked by inhalation of amyl nitrite.

The cause of the T wave inversion re-

mains unknown, although a number of

mechanisms have been postulated. Selec-

tive coronary arteriography is usually en-

tirely normal in these patients, making it

clear that obstructive lesions of the major
coronary trunks are not responsible for

the electrocardiographic changes.

Unusually large U waves have also been

noted and have been thought to represent

delayed repolarization of papillary muscles

and related structures.

Arrhythmias may occur at rest in some
cases, while in others stress testing can

evoke cardiac irritability not present at

rest. More commonly, there are premature

ventricular contractions, either unifocal or

multifocal, which presumably may be fore-

runners of more serious or lethal arrhyth-

mias. Other electrocardiographic abnor-

malities noted include supraventricular ar-

rhythmias, “infarction” QRS patterns and
Q-T prolongation.

Bibliography
1. Pocock WA, Barlow JB : Etiology and electrocar-

diographic features of the billowing posterior mitral leaf-

let syndrome. Am J Med 51:731-739, 1971

2. Lobstein HP, Horwitz LD, Curry GC, et al : Elec-

trocardiographic abnormalities and coronary arteriograms
in the mitral click-murmur syndrome. N Engl J Med
289 : 1 2 7 - 1 3 1 , 1973

3. Jeresaty RM : Mitral valve prolapse-click syndrome.
Progr Cardiovasc Dis 15:623-652, 1973
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Statewide Physician Manpower Planning in

Louisiana: Investigation of Stated Reasons Why
Physician Trainees Select Louisiana forPractice**

• This is the second report concerning the primary activities of the

Committee for Statewide Planning for Physician Manpower and

Residency Programs in Louisiana.

ROBERT W. SAPPENFIELD, MD
MICHAEL H. MOSKOWITZ, MPH

PAMELA S. ALLISON
WILLIAM H. STEWART, MD

New Orleans

THE first report1 covered the basic

objectives of the committee, explain-

ing a graphic model of the physician

manpower production process and re-

porting the data available to the

committee concerning the graduates of

Louisiana medical schools and physi-

cians now practicing in Louisiana as it

relates to the estimated needs for phy-
sician services in 1982.

The committee realized early in its

deliberations that it should investigate

the reasons various decisions are made
by those progressing through the physi-

cian manpower production process as to

the location of their training programs
and sites for practice. This report will

cover the results of the special studies

concerning potential practice locations

of the senior medical students, interns,

first-year residents, and final-year resi-

dents who were in Louisiana’s physician

manpower production programs in 1973.

Methodology

Interview forms were developed con-

taining comparable questions modified

only to be consistent with the level of

training of the particular group to be

Dr. Sappenfield is the chairman of the com-
mittee, LSU School of Medicine, New Orleans.

Mr. Moskowitz is a program planning associate,

Louisiana Regional Medical Program, New Or-

leans. Ms. Allison is evaluator and planning as-

sociate, Louisiana Regional Medical Program,

New Orleans, Dr. Stewart is the Commissioner,

Louisiana Health and Human Resources Adminis-

tration, Baton Rouge.

* This report was aided with funds from the

Bureau of Health Manpower Education (Con-

tract No. NIH 72-4340) awarded to the Louisi-

ana Regional Medical Program in cooperation

with the State Office of Comprehensive Health
Planning to support the planning activities of

the Committee for Statewide Planning for Phy-

sician Manpower and Residency Programs.

Institutions represented on the Committee:
Louisiana State Medical Society, Louisiana State

University Medical Center, Tulane University

School of Medicine!, Confederate Memorial Medi-
cal Center, Charity Hospital of Louisiana, Vet-

erans Administration Hospital, Ochsner Clinic,

Touro Infirmary, Southern Baptist Hospital,

Health Education Authority of Louisiana, Louisi-

ana Health and Human Resources Administra-

tion, and the Louisiana State Board of Medical

Examiners.
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interviewed. Due to practical surveying

problems, samples of differing propor-

tions of the various groups were inter-

viewed.

Senior medical student interviews

were conducted in the spring of 1973

with a one-fourth random sample from

LSU Medical School in New Orleans

and Tulane Medical School and a 100

percent sample from LSU Medical

School in Shreveport. The intern and

first-year resident interviews were con-

ducted with a one-third random sample

from New Orleans Charity Hospital, a

one-half random sample from Ochsner

Clinic, and a 100 percent sample from

Confederate Memorial Medical Center

in Shreveport. Final-year resident in-

terviews were conducted with a one-

third random sample of Charity Hos-

pital, a 100 percent sample of Ochsner

Clinic, and a 100 percent sample of

Confederate Memorial Medical Center.

Stratified samples were drawn from the

first-year and final-year residents ac-

cording to major specialty groupings

(internal medicine, other medical spe-

cialties, general surgery, other surgical

specialties, and other specialties) . Eight

of nine family practice residents train-

ing in Louisiana were also interviewed.

Final results were adjusted to accom-
modate for differing sample size, and
the data from medical students were
analyzed separately from that obtained

from interns and residents.

When factors influencing decisions

for location for training and practice

were collected, the interviewee was first

asked to respond spontaneously, then to

select from various choices listed in a

random manner. The few unlisted fac-

tors that were found to be important
are presented separately. All listed fac-

tors were ranked by the interviewee as

a 1) major influence-value ten; 2) con-

tributing factor-value five; or 3) minor
or no influence-value zero. Values given
were summed

;
and the factors are

ranked and presented in the tables as

the percentage of the maximum value

possible.

Results

The strong relationship of the decision

for training location with the decision

for practice is confirmed again. Of the

93 senior medical students planning to

take further training in Louisiana, 48

(52.9%) are planning to remain for

practice and 36 (39.6%) are still un-

decided. Of the 137 students leaving

for training, 66 (48.2%) are planning

to leave the state for practice and 43

(31.4%) have not decided whether they

would return here for practice or go

elsewhere. All of the students planning

to remain for practice were classified

as Louisiana residents, and none of the

out-of-state students in either of the

groups remaining for training or leav-

ing for training are at this time planning

to practice in Louisiana.

If any efforts are being considered to

actively influence the decisions of medi-

cal students and postgraduate trainees

concerning practice location, the 36 stu-

dents remaining in Louisiana for grad-

uate training and undecided on practice

location are probably the most impor-

tant and most available group to influ-

ence toward a practice located in Lou-

isiana. The second most important

group would be the 43 Louisiana trained

medical students who are leaving for

graduate training.

In Table 1, the decisions of graduate

trainees on future practice locations are

categorized according to the location of

graduating medical school and home-
town. The responses of the interns and
first-year residents were combined be-

cause they were very similar. The
major difference between the trainee

groups is the large number of unde-

cided trainees in the intern and first-

year resident group. Most final-year

residents, however, had decided on prac-

tice location by the time of the inter-

view, which seems to indicate that this

decision tends to occur later in the train-
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ing period. It should be noted here that

the large number of final-year residents

indicated as remaining in Louisiana

should not be misinterpreted as being

significant, since by the time of the

interview (May-June 1973) many of the

final-year residents had already left the

state and were not returning.

Of the 74 interns and residents who
are undecided about practice locations,

60.8 percent have out-of-state home-

towns. Seventy-five percent of those

planning to practice elsewhere had out-

of-state hometowns. Approximately 80

percent of the trainees planning to re-

main in the state for practice had a

Louisiana hometown. All trainees, who
attended an out-of-state medical school

and plan to leave Louisiana for practice,

have an out-of-state hometown. Of the

81 trainees planning to remain in Lou-

isiana for practice, 72 or 88.9 percent

graduated from a Louisiana medical

school.

The Future Practice Location of Sen-

ior Medical Students by Specialty Inter-

est is presented in Table 2. Only 10

(40%) of 25 students interested in fam-
ily practice are planning to work in Lou-

isiana. An additional 7 (28%) are still

undecided as to practice locations.

Seven of the eight physicians in Family

TABLE I

FUTURE PRACTICE LOCATION OF POSTGRADUATE TRAINEES BY

LOCATION OF MEDICAL SCHOOL OF GRADUATION

Trainee Group

Remaining in La.

for Practice

Leaving La.

for Practice

Undecided on

Practice Location Total

,1

• 1

Interns and First-year Residents:

La. Medical School 26-32.5% 5-6.3% 49-61.3% 80-100.1%*

• >1

1 ;>

La. Hometown
Other Hometown

Other Medical School

21

5

4-10.0%

2

3

11-27.5%

26

23

25-62.5%

49

31

40-100.0%

La. Hometown 3 0 3 6

Other Hometown 1 11 22 34

Total 30-25.0% 16-13.3% 74-61.7% 120-100.0%

Final-year Residents

:

La. Medical School 46-73.0% 8-12.7% 9-14.3% 63-100.0%

La. Hometown 43 6 6 55

Other Hometown 3 2 3 8

Other Medical School 5-35.7% 8-57.1% 1-7.1% 14-99.9%*

La. Hometown 0 0 0 0

Other Hometown 5 8 1 14

Total 51-66.2% 16-20.8% 10-13.0% 77-100.0%

* Due to rounding.

TABLE 2

FUTURE PRACTICE LOCATION OF SENIOR MEDICAL STUDENTS BY SPECIALTY INTEREST

General Other Other

Family Internal General Medical Surgical Other Undecided

Practice Medicine Surgery Specialty Specialty Specialty Specialty Total

Leaving for

Practice 8 21 10 12 0 12 16 79

Returning/

Remaining 10 9 0 9 23 18 11 80

Undecided 7 20 4 10 18 8 17 84

Total 25(10.3%) 50(20.6%) 14(5.8%) 31(12.8%) 41(16.9%) 38(15.6%) 44(18.1%) 243000.1%)*

* Due to rounding.
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Practice Residency Programs in Louisi-

ana were found to be planning to prac-

tice in this state. Of the 50 future inter-

nal medicine residents, 21 (42%) are

leaving the state for practice, and 20

(40%) are still undecided. The stu-

dents reported that Louisiana medical

colleges present an overall favorable

impression to medical students toward

primary care specialties; yet, only a

small percentage of trainees are attract-

ed enough to plan for a primary care

practice in Louisiana.

The specialty group with the highest

percentage selecting Louisiana for prac-

tice is “other surgical specialties”. This

group includes those specialties for

which the Louisiana physician/popula-

tion ratios come closest to the national

averages. In Louisiana, most other spe-

cialty areas fall short of national aver-

ages. 1

Factors influencing the decision to

remain or leave Louisiana when select-

ing a practice location were investigated

next (see Table 3). The five factors

offered as options to senior medical stu-

dents, which were selected as most im-

portant, were desired community size,

healthy climate to raise children, most
favorable geographic area of location,

educational opportunities for children

and favorable climate. Recreational ac-

tivities and financial opportunities also

seemed important to most of the medical

students. Non-professional family ties

and joining practice of friend or family

were given lower values by all of the

student groups, but were most important

for those remaining for practice and

least important for those who were

undecided. The other factors listed in-

cluded : cultural resources, attraction of

location for spouse and desire to remain

in academia.

This information, concerning both

graduate trainees and senior medical

students, is arranged in Table 3 to indi-

cate the variation in values given seven

of the higher ranked factors according

to whether the decision to practice in

Louisiana was registered as staying,

leaving or undecided. This information

could be especially significant in aiding

the development of measures to attract

more physician trainees to practice in

Louisiana. However, the responses ob-

tained revealed this area to be very

complex.

In general, the rankings of factors

given by medical students staying for

practice and those still undecided were

very similar, and all factors received

high value ratings compared with the

students planning to leave. This might

suggest encouraging interpretations ex-

TABLE 3

RANKED FACTORS INFLUENCING PRACTICE LOCATIONS OF SENIOR MEDICAL STUDENTS

AND POSTGRADUATE TRAINEES BY PRACTICE LOCATION

Medical Graduate Medical Graduate Medical Graduate

Students Trainees Students Trainees Students Trainees

Remaining Leaving Undecided Remaining Leaving Undecided

Factors Rank Percent* Rank Percent Rank Percent Rank Percent Rank Percent Rank Percent

Desired Community Size 1 84.4% 1-2 87.9% 1 86.9% 1 82.0% 1 75.3% 7 58.6%
Healthy Climate to Raise

Children 2 82.5% 1-2 87.9% 2 79.8% 3-4 63.5% 2-3 69.0% 2 79.3%
Most Favorable

Geographic Area of

Location 4 70.6% 3 81.0% 3-4 77.4% 5 61.8% 2-3 69.0% 9 50.6%
Education Opportunities

for Children 6-7 68.1% 4 77.6% 3-4 77.4% 8 51.7% 4 56.3% 1 81.6%
Favorable Climate 6-7 68.1% 5 72.4% 6 75.6% 10 45.5% 5 53.2% 3 69.5%
Recreational Activities 3 75.0% 6 69.0% 7 69.6% 6 53.9% 8 45.6% 8 58.0%
Financial Opportunities 5 69.4% 8 53.4% 5 76.2% 3-4 63.5% 10 36.7% 6 59.8%

* Percent for each factor is of the maximum value possible and is computed by the equation % = Sum of the values
given by those interviewed Number interviewed X 10 (maximum value possible per interviewee).
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cept that those graduate trainees who
have decided to leave usually gave the

same factors similar high value ratings.

Graduate trainees remaining for prac-

tice and medical students planning to

leave gave similar value levels, usually

lower than the previously mentioned

groups. The graduate trainees who
were still undecided ranked healthy cli-

mate for children, educational oppor-

tunities for children and favorable cli-

mate at levels similar to the medical

students who were staying or undecided.

They ranked recreational activities and

financial opportunities at a lower level

in the same fashion as the graduate

trainee who plans to stay in Louisiana.

There were two major exceptions to

those general patterns. The graduate

trainees who are undecided ranked de-

sired community size and favorable geo-

graphic areas at far lower levels of

importance than any other groups, and
both groups who had decided to leave,

medical students and graduate trainees,

gave financial opportunities a low value

when ranking importance.

The five highest ranked factors are

important to all three groups : those

remaining, those leaving and those un-

decided. This might suggest that the

desired practice location when evaluat-

ed by these factors, can be found in

Louisiana and out of Louisiana. It

should be noted, however, that the stu-

dents planning to practice elsewhere

gave lower value ratings to each of the

factors listed in Table 3 than the other

student groups.

The factor, need for specialty in the

community and to a lesser extent the

factors favorable hospital affiliation,

favorable professional climate, and
availability of allied health personnel

should be mentioned. While none of

these factors ranked high in the survey,

they may have special significance due
to the fact that they were not offered

as options by the interviewer but were
volunteered responses.

In general, the rankings for intern,

first-year residents and final-year resi-

dents were very similar to those indi-

cated by medical students but with

slightly lower importance values. Two
exceptions should be noted. Financial

opportunity was ranked higher by the

graduate trainees maintaining its impor-

tance value among all groups. Attrac-

tion for spouse ranked higher in the

importance values assigned by physi-

cians in internship and first-year resi-

dency. There were two other differ-

ences found between groups at various

graduate levels of training that deserve

comment. The first is the factor educa-

tional opportunities for children. This

seems far less important to final-year

residents than either interns or first-year

residents, but it still rates above 50 per-

cent R. Desire to remain in academia
is relatively unimportant for interns and
first-year residents and extremely im-

portant for final-year residents
;

this

indicates either that the closer a physi-

cian in training becomes to actual medi-

cal practice, the greater the desire to

remain connected with academia, or

that a change is occurring among new
generations of medical school grad-

uates. Among other factors studied,

which are not listed in Table 3, there

were two instances where large differ-

ences in ranking occurred between
groups. The graduate trainees remain-
ing for practice ranked non-professional

family ties higher (2nd with 69.1 %R)
than any other group, and cultural re-

sources were ranked at a higher level by
the undecided medical students and the

undecided graduate trainees.

A strong preference by most of those

interviewed toward group practice type

situations was revealed. Over 67 per-

cent chose partnership, association, sin-

gle disciplinary group or multi-specialty

group compared with 10 percent who
wanted solo practices. Nearly 15 per-

cent were undecided. This information

should be considered when examining
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the data concerning the desired com-

munity size for future practice. Louisi-

ana’s 43 rural parishes house one-third

of the state’s population, and the major-

ity of physicians in these rural parishes

are general practitioners. The median

age for GPs in Louisiana is five years

above that for the rest of the medical

specialties. 2 It appears (see Table 4)

that very few of the new physicians

trained in Louisiana intend to enter into

a rural practice. One good reason may

be the lack (either actual or perceived)

of available group practices in rural

areas. Caution should be taken not to

misinterpret Table 4 since it is known

that most physicians who practice in

small cities also serve rural populations.

Further investigation of factors influ-

encing practice location and factors

influencing location by specialty is cer-

tainly warranted. The analysis of our

present data by specialty was not justi-

fied due to the small numbers inter-

viewed in each of the specialty cate-

gories.

In addition to tabular data, certain

questions of a more general nature were

asked of senior medical students and

graduate trainees. One of these ques-

tions covered the subject of “practice

location services”. Almost all of the

medical students and interns knew noth-

ing of either the AMA location service

or the state medical society location ser-

vice. Interest was expressed by several

of the interviewees regarding such ser-

vices. Most residents were unaware of

the location services, but a larger per-

centage of residents than students and

interns were aware of and had used the

AMA service.

Discussion and Summary

We realize that opinions given are

not always the true reasons for action

taken; we feel, however, the surveys of

senior medical students, interns, and

residents do give some indications of

the bases for their decisions regarding

practice locations. The difficulty en-

countered obtaining “valid” samples of

the various groups of medical students,

interns, first-year residents, and final-

year residents should also lead to great

caution in interpreting the results of

this study.

If the framework of our interpreta-

tion is the use of this information to help

develop or emphasize activities designed

to encourage students and graduate

trainees educated in Louisiana to select

the state for their practice location, then

the following findings and recommenda-

tions deserve comment:

1. Medical schools in Louisiana

should give Louisiana residents prefer-

ence for admission since they are more

likely to practice here. Out-of-state stu-

dents did not plan to practice here

whether they took their graduate train-

ing in Louisiana or elsewhere.

TABLE 4

DESIRED COMMUNITY SIZE FOR FUTURE PRACTICE BY SENIOR MEDICAL STUDENTS, INTERNS, FIRST-YEAR

RESIDENTS AND FINAL-YEAR RESIDENTS

Metropolitan Small City Rural Undecided Total

Senior Medical Students 126 88 13 16 243

LSU New Orleans 76 40 4 4 124

LSU Streveport 10 12 1 4 27

Tulane 40 36 8 8 92

Interns 23 12 6 13 54

First-year Residents 25 19 0 22 66

Senior-year Residents 56 11 7 3 77

Family Practice Residents 3 5 0 0 8

Total 233 135 26 54 448
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2. Since those who stay for training

usually stay for practice, and those who
train elsewhere including those who
leave Louisiana for training usually

practice elsewhere, we should take

actions that effectively encourage Lou-

isiana medical graduates to take grad-

uate training here.

3. There are large groups of stu-

dents still undecided as to a Louisiana

location for practice in both the group

staying for training and the group leav-

ing. Special efforts seem warranted to

assure that such students, especially

those training in Louisiana, have ade-

quate information concerning the prac-

tice opportunities Louisiana has to offer

that fit their needs and desires.

4. Our information also suggests

that we have time to influence the

graduate trainee’s decision concerning

practice since the decision is not final-

ized until late in the training period.

5. Besides the moral obligation we
may have in the matter, it seems desira-

ble from a practical point of view to

aid those who have decided to go else-

where to receive their graduate training

to be placed in appropriate high quality

programs and to maintain communica-
tions with them. We could then attempt

to assure ourselves that they, especially

the large group still undecided as to

practice location in the primary care

specialties, were aware of the oppor-

tunities for and the advantages of the

variety of Louisiana practice locations.

6. The relationship of the factors

investigated to the decision for practice

location is complex. More complete and
meaningful information is necessary.

Longitudinal studies to show the chang-
ing opinions of trainees as they progress

through the physician manpower pro-

duction process are essential for the sake
of validity. A clearer understanding of

what specific factors affect the trainees’

evaluation of educational opportunities

and healthy climate for children, favorable

climate, and financial opportunity (by

specialty area) should be sought. Later,

studies of how these factors are related

to geographic distribution of physicians

within Louisiana’s eight major trade

areas would seem to be warranted. Pro-

fessional considerations such as avail-

ability of consultation, hospital privi-

leges, sources of continuing education

and other such resources received lim-

ited attention. Maybe this was because

of the survey methodology or that the

trainees assumed that such would be

available.

7. Considering all the information

available to the committee at this time,

its statewide physician manpower and
residency planning program priorities

should be given to two special areas.

First, further evaluation of factors in-

fluencing selection of Louisiana by phy-

sicians for intern and resident training.

Second, the in-depth investigation of

Louisiana’s problems in the areas of

primary care. This would include

:

1) developing a clearer understanding

of factors influencing specialty choice

of medical students; 2) further investi-

gation of the effect the trainees’ desire

for group practice has on size of com-
munity chosen for practice location

;
and

3) identification of the attributes pri-

mary care practice in Louisiana has to

offer and methods of overcoming de-

ficiencies when possible.

8. In the meantime, present pro-

grams that provide graduates of Louisi-

ana medical schools with information

concerning the varied practice opportu-

nities offered in the state should be re-

viewed and improved. Anyone propos-

ing programs to influence physicians’

practice locations should consider the

fact that the needs and possible effects

of such programs can vary greatly be-

tween specialty areas. The primary

care area for instance seems to present

significant problems at this time. We
need to encourage our students interest-

ed in this area of medicine to stay in

Louisiana for training and practice. The
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large undecided group training in Lou-

isiana and a similar group training else-

where seem to be a reasonable target-

with emphasis placed on those inter-

ested in the primary care areas of family

practice, internal medicine and pedi-

atrics.
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Injuries of the Tarsometatarsal Joints

• This report is based upon six tarsometatarsal injuries in six patients

treated at the Ochsner Medical Center between October, 1965

and February, 1974.

A. WILLIAM DUNN, MD
New Orleans

THE usual mechanism of production of

injuries of the tarsometatarsal arti-

culations is forced plantar flexion and

rotation or violent abduction. 1 ' 2 Force ap-

plied to the plantar flexed, inverted foot

results in medial dislocation of the first

metatarsal with or without dorsolateral

dislocation of the four lesser metatarsal

bones. Forced plantar flexion and ever-

sion result in dorsolateral dislocation of

one to five metatarsals. Forced plantar

flexion without forefoot rotation results

in dorsal subluxation of the base of the

second metatarsal and/or coronal frac-

ture-dislocation of the base of the first

metatarsal. In the abduction type of in-

jury the metatarsals slide laterally, the

proximal end of the second metatarsal

fractures, and the cuboid is crushed on

its lateral aspect. The distinction between

pure dislocation and fracture-dislocation

is not fundamental.

In the direct mechanism there is a

crushing injury of the foot with involve-

ment of the tarsometatarsal region. Any
degree of dislocation, and any number of

fractures occur. There is no specific pat-

tern or distinctive appearance to this type

of injury.

Material

This report is based upon six tarsometa-

tarsal injuries in six patients treated at

the Ochsner Medical Center between Oc-

tober, 1965 and February, 1974. The in-

Presented at the Annual Meeting of the Lou-
isiana Orthopedic Association, New Orleans, No-
vember 1-2, 1974.

From the Department of Orthopedic Surgery,

Alton Ochsner Medical Foundation and Ochsner
Clinic, New Orleans.

Reprint requests to Dr. Dunn, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

direct mechanism was responsible in five

and the direct in one. Follow-up ranged

from six months to seven and one-half

years.

Case Reports

Case No. 1

:

A 55-year-old man fell a dis-

tance of 12 feet on October 11, 1965 and sus-

tained closed dorsal and lateral dislocation of

all five metatarsals. The first tarsometatarsal

joint was opened and the anterior tibial tendon

was found to be interposed. The other tarso-

metatarsal joints were reduced closed and Kirsch-

ner wires placed across the 1st, 2nd and 5th

tarsometatarsal joints for a period of six weeks.

Six months post-injury, the foot was painless

and function was normal.

Case No. 2: A 25-year-old woman sustained

multiple injuries in an automobile accident on

February 16, 1967. She had closed dorsal and

lateral dislocations of the left 2nd, 3rd and 4th

metatarsals. Treatment was by open reduction

of all three joints and internal fixation of the

2nd and 3rd with Kirschner wires. The wires

were removed ten weeks later. Seven years and

four months after injury, the left foot was pain-

less and functioned well although roentgeno-

grams showed hypertrophic changes involving the

2nd, 3rd and 4th tarsometatarsal joints.

Case No. 3: A 21-year-old man had a twist-

ing injury of his left foot while* playing foot-

ball on November 10, 1967. Dorsolateral dis-

locations of all five metatarsals were openly

reduced and the 1st, 2nd and 5th joints were
stabilized with Kirschner wires. These were re-

moved seven weeks later. Seven and one-half

years later, the patient had neither foot pain

nor a limp. Function was normal. Roentgeno-

graphic examination revealed arthritic changes

involving all tarsometatarsal joints.

Case No. A 44-year-old man had his left

foot injured in an automobile accident on
March 22, 1969. Roentgenograms showed medial

dislocation of the 1st metatarsal and fractures

of the proximal 2nd, 3rd, 4th and 5th meta-

tarsals and of the cuboid (Fig 1A). Closed re-

duction and casting for six weeks resulted in

healing of the dislocation and fractures in good

position (Fig IB). Six months following in-
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Fig 1A.—Case 4. Medial dislocation of 1st

metatarsal and fractures of cuboid and proximal

2nd, 3rd, 4th and 5th metatarsals produced by

automobile accident.

jury, the foot was asymptomatic and functioned

normally.

Case No. 5: Plantar and lateral dislocation

of the 2nd, 3rd, 4th and 5th tarsometatarsal

joints with fracture of the 3rd cuneiform and

of the cuboid occurred in the left foot of a

56-year-old woman who was severely injured in

an automobile accident on April 3, 1971. There

were ipsilateral fractures of the 2nd, 3rd, 4th

and 5th metatarsal necks. Because of the pa-

tient’s poor general condition, the injuries were
only immobilized. Two and one-half years later,

she had many aches and pains but no particular

discomfort in the left foot. There was an ab-

duction deformity of the left forefoot and thick-

ening of the tarsometatarsal articulations. Roent-

genographic examination showed lateral de-

viation of all metatarsals with subluxation and
roughening of all tarsometatarsal articulations.

Case No. 6: On February 23, 1974, a 26-year-

old man fell a distance of 50 feet, sustaining a

left lateral tibial plateau fracture, right femoral

shaft fracture and a right forefoot plantar

flexion-eversion injury. Roentgenograms of the

right foot showed dorsolateral dislocation of all

metatarsals, fracture of the 1st metatarsal base

and lateral and distal dislocation of the medial

cuneiform. There were fractures of the medial
aspects of the medial cuneiform and navicular

(Fig 2A). Marked swelling and increasing dis-

Fig 2A—Case 6. Dorsolateral dislocation of

all metatarsals, fracture of 1st metatarsal base,

medial cuneiform and navicular and lateral and
distal dislocations of the medial cuneiform, right

foot.

Fig IB—Case 4. Closed reduction and cast-

ing for six weeks resulted in healing in good
position.
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Fig 2B—Case 6. Roentgenograms of the foot

five months later showed reduction to be main-

tained and the fractures to be healed.

tal cyanosis dictated prompt action. Closed re-

duction was unsuccessful. The medial cuneiform

dislocation was reduced openly by leverage and

distraction, whereupon the tarsometatarsal dis-

location reduced spontaneously. There was no

soft tissue interposition. Reduction w.as inter-

nally fixed by Kirschner wires across the 1st

and 2nd tarsometatarsal joints extending into

the navicular. The wires were removed on Aug-

ust 1, 1974. Roentgenograms on that date be-

fore removal of the wires revealed reduction to

be maintained and the fractures to be healed

(Fig 2B). Eight months after the injury, he had

no pain in the foot, and it was not swollen or

tender.

Discussion

Gissane3 reported three patients treated

over a period of ten years with grossly

displaced Lisfranc fractures that required

below knee amputation due to injury of

both dorsalis pedis and either posterior

tibial artery at the ankle or the main
lateral vessel, and he advocated immedi-

ate open reduction. Most authors have

concluded that anatomical reduction is

important, achieved by closed reduction

and cast immobilization if stable, and if

that cannot be accomplished, then open

reduction and internal fixation with

Kirschner wires. 2
’
4-9

Del Sel treated 13 patients, 3 by closed

reduction, 2 with physical therapy, and 8

by operative reduction with wire trans-

fixion. The result of operative reduction

was good in all cases. Wilson found that,

of 15 treated conservatively, only 2 were

free from pain; whereas, of 4 treated

open, 3 were painless. Of Wilppula’s 26

patients, 8 had open reduction and Kirsch-

ner wire fixation, and 18 were treated

conservatively. The functional result was
good in 4 of 8 treated with open reduc-

tion and fixation, and in 5 of 18 treated

conservatively. Granberry and Lipscomb

reported 25 patients, 8 of whom had open

reduction. Three of these required sub-

sequent fusion. Altogether 11 of the 25

were treated by fusion. Two of Bassett’s

11 cases had surgical fusion because of

prolonged pain from unreduced or incom-

pletely reduced metatarsals. Cassebaum,

Wilppula, and Wilson are in agreement

that a good anatomical result also means
a good functional result. However, Aitken

and Poulson found that persistent disloca-

tion caused obvious deformity, but func-

tion was good. Arthrosis of the tarso-

metatarsal joint commonly develops, 2
’
7

'
9

but according to Aitken and Poulson this

is not a source of discomfort and disabil-

ity. 9

Summary
Six cases of tarsometatarsal dislocations

are presented. Three were incurred in

automobile accidents, two in falls from
heights and one in football. Circulatory

impairment to the forefoot dictated

prompt reduction in one. Four of the pa-

tients had open reductions and fixation of

the tarsometatarsal joints with Kirschner

wires. One had closed reduction with cast

immobilization and the other was casted

without reduction. None had significant

discomfort in the foot at follow-up from
six months to seven and one-half years

after injury, and function was good in

all. Three feet that were examined roent-
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genographically two and one-half years

or longer after injury showed arthrosis of

the tarsometatarsal articulations.
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Family Practitioner or General Internist, Board Certified

Needed to Take Over One of Largest Practices in Louisiana

This very large practice is being vacated by a well-known senior man, who has accepted an

important full-time appointment in academic medicine.

This practice is not for sale. It will be turned over, without charge, to the most qualified phy-

sician. In addition, moving and first-year office expenses will be fully paid, and substantial first-

year practice earnings will be guaranteed.

Location is in a desirable suburban area of one of Louisiana’s major cities. A brand new office

suite is reserved adjacent to a fully equipped new community general hospital. Support staff will be

provided, on an initially subsidized basis.

Immediate appointment to the medical staff of the above new physician-owned hospital accom-
panies this practice. In addition, a faculty appointment, part-time, in a family practice residency is

a strong possibility. It is anticipated that second year residents may fulfill some of their practice

experience with the senior man we seek.

We are also concurrently seeking a resident eligible for board certification this summer, to become
the second member of this practice. We expect a third physician in the group during 1976.

The requirements: you must be board certified in Internal Medicine or Family Practice, with prior
experience in practice. We prefer, but do not require, a Louisiana native, graduate of LSU or Tulane
Medical Schools. Must have good professional reputation, orientation toward broad family and diag-
nostic practice and identifiable history of community participation. A prior academic appointment would
be desirable.

For further information in confidence,
please contact:

J. T. WARRING, Vice President in Charge
Medical Services Search Division

Korn/Ferry & Associates, Consultants

to Management

We are not an employment agency. All com-
munications are handled in a confidential and per-
sonal manner and we accept no fees from in-
dividuals.

Call collect at

(213) 879-1834 or write

1900 Avenue of the Stars

Suite 2100
Los Angeles, California 90067

KORN/ FERRY INTERNATIONAL
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Geographic Distribution of Histoplasmosis in

Louisiana

• The author presents an interesting report. She advises that the

ecology of Histoplasma capsulatum is indeed complex and that a

full understanding of the factors governing its presence in soil is

yet to be achieved.

ANN C. ANDERSON, PhD
New Orleans

History

I
N 1906, Darling described three cases

of a fatal disseminated disease which

he believed to be of protozoon origin. 1

Da Rocha Luna described it as a mycotic

infection in 1912, 2 and in 1934 DeMon-
breun3 cultivated and described Histo-

plasma capsulatum as the etiologic agent

of Darling’s disease.

Prior to 1945, histoplasmosis was
thought to be an acute rare and fatal

illness characterized by extensive involve-

ment of the RE system with fever hep-

ato-splenomegaly, pulmonary infiltration,

leukopenia, anemia and often ulceration

of the oral and intestinal mucosa. In

1945, evidence began to suggest that fatal

cases were uncommon and that the infec-

tion appeared to be widespread in an

asymptomatic form and was rarely recog-

nized clinically. Since the demonstration

of an association between pulmonary cal-

cifications and histoplasmin sensitivity by
Palmer, 4 numerous clinical, laboratory

and epidemiological investigations have
increased the existing knowledge of histo-

plasmosis.

Epidemiological Methods

Since infection with Histoplasma cap-

sulatum results in sensitivity to histo-

plasmin, a culture filtrate of the organ-

ism, skin testing has become an important
tool in epidemiological studies. The test

consists of injecting 0.1 cc of histoplasmin

intradermally into the volar surface of

From the Department of Environmental
Health Sciences, Tulane University, School of

Public Health and Tropical Medicine, 1430 Tu-
lane Avenue, New Orleans, Louisiana 70112.

the forearm. The delayed hypersensitivity

reaction is read 48 hours later in milli-

meters of erythema and induration. A
transverse diameter of 5 mm or more is

considered positive.

There are antigenic components com-

monly shared by Histoplasma, Blastomy-

ces and Coccidioides and possibly other

systemic mycotic agents that may cross-

react with histoplasmin and thus produce

false positives. The transitory and vari-

able nature of the cross-reactions suggests

that different types of antibodies are pro-

duced by the various antigenic compo-

nents at different stages of an infection.

However, in an area where histoplasmosis

is known to be present, a definite reaction

to histoplasmin is generally construed as

evidence of infection with Histoplasma

capsulatum. 5 This is due to the relative

rarity of coccidioidomycosis and blastomy-

cosis. 6

Morbidity and mortality reports serve

as sources of data for epidemiological

study. Their accuracy relative to skin

testing depends largely upon the acuity

of the diagnostician.

Complement fixation tests serve as an
additional source of information. Histo-

plasmin and whole yeast phase antigens

are used in the test against patient serum.

Distribution of Histoplasmosis in

Louisiana

Since cross-reactivity is a factor in skin

testing, a word concerning the prevalence

of coccidioidomycosis and blastomycosis in

Louisiana is necessary. Table I gives re-

sults of complement fixation studies from

1963 to 1973. 7 It can be seen that the bulk
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of positive reactions is due to histoplas-

min. Blastomycin figures are deceptively

high because some of these positives are

themselves due to cross-reactions. Since

relatively few cases of blastomycosis have

been reported in Louisiana in many years,

these data are to be interpreted with cau-

tion. Fig 1 shows the results of a nation-

wide study indicating a 1 to 5 percent

positive skin test reactivity to coccidiodin

and its geographic distribution. 8

Fig 1. Percent Positive Skin Tests, Coccicio-

idin. 8

The largest histoplasmin skin test pro-

gram was done nationwide from 1945

through 1951 using student nurses, college

freshmen and navy recruits as subjects.

Only those who could be classified as life-

long residents of a single county were used.

A total of 1,614 Louisiana residents was
tested—about 25 subjects from each of

the 64 parishes. Fig 2 5 shows a gradient

of percent positives ranging from 75 per-

cent in the northeast to less than 10 per-

cent in the southeast. A similar survey
done more recently9 confirmed the above
data.

The spotty distribution of reported

cases of histoplasmosis is illustrated in

Fig 3. In the past ten years, only 75 cases

have been reported. 7

Data on histoplasmosis deaths by par-

Fig 2. Percent Positive Skin Tests, Histoplas-

mosis. 5

ish are not readily available; but a trend

chart is included as Fig 4 7 to illustrate the

low mortality relative to the prevalence

of positive skin tests, and hence empha-
size the benign endemic nature of histo-

plasmosis in Louisiana.
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Fig 4. Histoplasmosis Deaths in Louisiana. 7
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Ecology

Like other systemic mycoses, histoplas-

mosis is not contagious and each patient

is infected after exposure to the environ-

ment. Emmons was the first to isolate

the organism from soil
,

11 and since then

it has been found in air and water. Zeid-

berg, et al, found that the mold is readily

found in and around chicken habitats .

12

The chickens are not infected, but appar-

ently their droppings act as a favorable

culture medium for the organism. H. cap -

sulatum has also been recovered from sites

enriched with droppings of grackles, pi-

geons and starlings; but the birds are not

infected .

13 Dogs and cats frequently have

benign histoplasmosis; but these are ap-

parently accidental infections and play no

essential role in distribution and growth

of the organism in soil .

14 Species of wild

animals including bats, raccoons, opos-

sums, mice and squirrels are also acciden-

tal hosts .
15

Chemical properties and differences in

soil types, climate, rainfall, and the bio-

chemical activity of soil or microorga-

nisms all play an important role in deter-

mining where H. capsulatum will grow.

It is readily seen that the ecology of His-

toplasma capsulatum is indeed complex

and that a full understanding of the fac-

tors governing its presence in soil is yet to

be achieved.

TABLE i

COMPLEMENT FIXATION TESTS 7

Year Histoplasmin Blastomycin Coccidioidin

1963 93/800 52/421 9/421
1964 103/996 52/491 6/490
1965 80/900 72/446 7/451
1966 110/993 47/503 3/503
1967 81/981 59/489 7/500
1968 161/895 5/496 2/404
1969 140/1224 56/587 19/685
1970 172/1548 134/880 19/880
1971 67/1772 62/930 11/929
1972 71/2755 78/1336 10/1299
1973 73/2892 91/1533 9/1509
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RIVER OAKS HOSPITAL
Announces the Opening

Of Its

DAY TREATMENT
CENTER

October 1, 1974

Partial Hospital Programs

To Meet Individual Needs
Hrs.: 9:00 a.m.—3:00 p.m., AL, W F.

Other Programs To Be Announced

ROBERT L. NEWMAN, JR., M.D.
Medical Director

BARBARA STEIB, R.N.
Psychiatric Nurse-Therapist

WILLIAM H. AYERS, III, M.S.W.
Cli nica I Social Worker

JOHN KITE
Activity Therapist

Group Therapy, Family Therapy,

Music Therapy, Recreational Therapy

and Occupational Therapy

1800 Jefferson Hwy.—835-2661

New Orleans, La. 70121
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Pneumatosis Cystoides Intestinalis

CHRISTOPHER B. MERRITT, MD
MICHAEL A. SULLIVAN, MD

New Orleans

A63-YEAR-OLD MAN with a history

of arteriosclerotic cardiovascular dis-

ease and mild obstructive lung disease was

hospitalized in March, 1973 for an acute

myocardial infarction. During this hos-

pitalization, he was found to be anemic

and a barium enema revealed a carcinoma

of the ascending colon. Except for the

carcinoma, the preoperative colon exami-

nation was normal. He was treated by

right hemicolectomy and recovered well.

Interval examinations were not remark-

able, except for occasional wheezing no-

ticed on examination of the lungs.

In December, 1974, the patient devel-

oped fever, dysuria, and mild diarrhea.

He had a urinary tract infection and was
treated successfully with antibiotics. At
this evaluation, chest and abdominal

x-rays were obtained. The heart and lungs

were normal. There was no evidence of

pneumomediastinum or pneumothorax.

The abdominal film (Fig 1) showed only

an unusual “bubbly” gas pattern in the

abdomen. Eight days later the patient,

at this time asymptomatic, returned for a

routine follow-up barium enema. Exami-
nation revealed numerous gas-filled cysts

within the walls of the sigmoid and de-

scending colon (Fig 2). Except for the

changes in the distal colon, the examina-

tion was not remarkable with no evidence

of recurrent or residual neoplasm. No ob-

struction was present. He has remained

asymptomatic and has required no treat-

ment.

From the Department of Radiology, Alton

Ochsner Medical Foundation and Ochsner Clinic,

New Orleans.

Reprint requests to Dr. Sullivan, Ochsner

Clinic, 1514 Jefferson Highway, New Orleans,

Louisiana 70121.

Fig 1. Supine film of the abdomen reveals

an unusual “bubbly” appearance of gas in the

mid-abdomen. This is due to the presence of

numerous gas-filled cysts in the walls of the

sigmoid and descending colon.

Discussion

This patient presents typical clinical

and radiographic findings of pneumatosis

cystoides intestinalis, an uncommon dis-

ease of the bowel characterized by the

presence of cystic collections of gas within

the intestinal wall. Involvement may be

generalized or localized to only segments

of bowel. Involvement of the colon alone

(pneumatosis coli), as seen in this pa-

tient, is less common than the more gen-

eralized form. 1 This is a benign and gen-

erally asymptomatic condition which does

not require specific therapy. In view of
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Fig 2. Spot film of the sigmoid colon dur-

ing barium enema reveals subserosal and sub-

mucosal gas-filled cysts producing polypoid in-

dentations on the barium within the bowel lu-

men. These are typical findings in pneumatosis

cystoides intestinalis.

this, it is important that this entity be

recognized, both in order to spare the pa-

tient unnecessary surgery, and to distin-

guish it from other more serious condi-

tions in which gas may be present in the

bowel wall.

Patients with pneumatosis cystoides in-

testinalis may be totally asymptomatic al-

though nonspecific symptoms such as

diarrhea, alternating diarrhea and con-

stipation, and flatulence are sometimes

reported. The diagnosis is often made
as an incidental finding on plain radio-

graphs or during contrast examination

of the gastrointestinal tract. It has

also been made as an incidental find-

ing at autopsy. A number of the reported

cases have been in patients with associ-

ated obstructive lung disease, asthma, cys-

tic fibrosis, or pulmonary fibrosis due to

collagen disease. Other cases have been

seen in association with partially obstruct-

ing lesions of the gastrointestinal tract,

particularly at the gastroduodenal level.

Both groups of associated conditions have
been implicated in the etiology of pneu-

matosis cystoides intestinalis, although

these conditions are not present in all

patients with this disease .

2 3 Our patient

did have mild obstructive lung disease.

The pathologic findings in pneumatosis

are gas-filled cysts varying from several

millimeters to several centimeters in di-

ameter. These may occur singly or in

groups and are located in the bowel wall

beneath the serosa and mucosa. In the

colon subserosal cysts are reportedly more

common, although our patient shows both

submucosal and subserosal changes. In

several reports, it has been indicated that

the gas forming the cysts lies within di-

lated lymphatics. There is no associated

inflammation and the cysts do not com-

municate with the bowel lumen or with

each other.

The cause of pneumatosis cystoides in-

testinalis is not known, but the associa-

tion of this condition with obstructive lung

disease in some patients, and with par-

tially obstructing conditions of the gastro-

intestinal tract in others has resulted in

the proposal of at least two mechanisms

for the appearance of air within the bowel

wall .

2 In the presence of obstructive lung

disease, it has been suggested that al-

veolar rupture occurs with dissection of

air to the mediastinum, and then via the

retroperitoneal tissues to the origin of

the mesentery from which it dissects along

the vascular bundles to reach the serosa

of the bowel. In patients with partially

obstructing lesions of the gastrointestinal

tract, a “mechanical” theory has been pro-

posed in which it is suggested that air

somehow penetrates the mucosa proximal

to the obstruction and travels distally in

the bowel wall. A similar theory of mu-
cosal passage of air following trauma
(such as sigmoidoscopy) through small

defects in the mucosa has been proposed.

Although these mechanisms may explain

some cases of pneumatosis, the cause of

many cases remains obscure.

The radiographic diagnosis of pneuma-
tosis cystoides intestinalis is relatively

simple. The diagnosis may be made on

plain films on the basis of the unusual

gas pattern along the bowel walls caused
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by the gas-filled cysts (Fig 1). The ap-

pearance is even more dramatic, however,

when the bowel lumen is filled with con-

trast (Fig 2). Then the gas shadows are

superimposed over the contrast within the

bowel lumen revealing lucent polypoid de-

fects of varying sizes in the bowel wall.

Another interesting radiographic finding

in patients with pneumatosis cystoides in-

testinalis is the occasional occurrence of

large spontaneous pneumoperitoneum.

Like the underlying condition, this also is

benign and does not require treatment.

The finding of a large pneumoperitoneum

in an asymptomatic patient should suggest

the possibility of underlying pneumatosis

cystoides intestinalis.

It is important that attention be given

to the differentiation of pneumatosis cys-

toides intestinalis from other conditions

which may produce intramural bowel gas.

Bowel infarction, ischemia and necrotiz-

ing infection may be associated with in-

tramural gas. This gas usually collects

in linear striae rather than in a cyst. In

addition these potentially lethal conditions

do not have the benign and generally

asymptomatic clinical presentation seen

with pneumatosis cystoides intestinalis. In

the acutely ill patients, rapid treatment

is necessary and diagnosis must not be

delayed.
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Editor
Electrocardiogram

©f the Month
NORTON W. VOORHIES, MD
New Orleans

STEPHEN P. GLASSER, MD
Shreveport

The patient whose electrocardiogram is shown below was a 20-year-old white

man (Fig 1).

Fig 1.

What is your diagnosis?

Elucidation is on page 149.

Dr. Glasser is an associate professor of medicine and Chief, Cardiology Section, LSU Medical
Center, School of Medicine in Shreveport.

Bibliography will be furnished upon request.
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vwdical Grand Roun
from

Touro Infirmary

Scleroderma

Dr. Aziz Ramos :
(a) Miss S.L., is a 53-

year-old insurance executive who had
been healthy until the onset of the Ray-

naud syndrome, diagnosed by skin bi-

opsy, 15 years ago. At first cortisone

was helpful; but she had many bouts

of loss of consciousness while taking

this medication. Such loss of conscious-

ness caused her to fall from a balcony

in the third year of scleroderma and to

sustain multiple bony fractures which
required surgical corrections. Four
years later, gangrene of the fingers led

to the performance of left cervical sym-
pathectomy, an operation complicated
by rupture of the thoracic duct and the

occurrence of cardiac arrest. She was

Edited by SYDNEY JACOBS, MD
New Orleans

successfully resuscitated and was appro-

priately treated and brought back to a

state of marked relief from acral symp-
toms.

Four years after this, severe chest

pains prompted hospital admission
;
the

pains were attributed to pericarditis and
subsided after the administration of

adrenal corticosteroids. A year later,

severe pleuritic pains led to additional

diagnostic studies, during the course of

which esophageal dysfunction was dem-

onstrated. At that time, therapy with

Leukeran (chlorambucil) was begun.

Several months ago, she fell while at-

tempting to leave her bed, and she frac-

tured the right femur. Two surgical

procedures were required for correction< a) Intern, Touro Infirmary.
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because the bone was too soft for use

of a Smith-Peterson nail
;
so a prosthesis

was required. She received two units of

blood during the second surgical ex-

perience.

At this hospital admission, she com-

plains of general malaise and weakness,

shortness of breath on mild exertion,

occasional productive cough, epigastric

pains and cramps throughout the right

lower extremity. She appears not to be

in great distress; but she presents fea-

tures of chronic scleroderma, “drawn”
facies and atrophy of skin over the fin-

gertips and about the fingernails. There

are also : sympathectomy scar over the

left side of the neck, miosis of the left

pupil, oral mucosal ulcerations especial-

ly over the palatine areas, crackling

rales at the bases of both lungs, and a

systolic apical cardiac murmur. The
left radial arterial pulsations are per-

ceptibly weaker than those on the right

side. Superficial varicosities of the low-

er extremities are noted along with

mimimal pedal edema. The distal pha-

lanx of the left index finger is missing,

while the remaining fingers are involved

in arthritic and atrophic changes.

The pertinent laboratory data on
admission include: Hemoglobin 10.7

g/100 cc; hematocrit 30.5% ;
and white

blood cells 5,500 per ml (2% band
forms, 87% segmented, 3% lymphocytes
and 8% monocytes). Her serum glu-

tamic oxaloacetic transaminase level

(SGOT) was 138, her serum glutamic
pyruvic transaminase (SGPT) value was
195, and the lactic acid dehydrogenase
(LDH) measured 250. Total proteins

were 4.7g/100 ml (3 grams albumin).
The cholesterol was 200 mgm/100 ml.

The alkaline phosphatase value was 27
units. Her bilirubin value was 2.2 mgm/
100 ml. Three weeks after admission,

her white cells numbered only 2,700/
ml

; so Leukeran therapy was discon-

tinued. Then there was increase in all

enzyme values, the SGOT to 380, the

SGPT to 500, the alkaline phosphatase

to 110 and the LDH to 195; simulta-

neously the bilirubin increased to 630

;

the triglycerides were 396. Her Coombs’
test was negative, haptoglobins were
normal and there were no demonstrated

antimitochondrial antibodies.

Dr. Hiltrud Faust: (b) She presents

problems of lung, liver and esophagus
(Fig 1, 2, and 3). There is a peculiar

kind of pneumonitis. Is there one dis-

ease process, ie, scleroderma of the

lungs and of the liver or is there an
infection involving both organs ? The
patient has been on cortisone, is prone
to infection and has been transfused

twice.

Fig 1. Pulmonary infiltrates.

Dr. Oscar Blitz :
(c) She has practical-

ly all of the complications of scleroderma

and of steroid therapy along with

marked electrolyte imbalance, especial-

ly very severe edema with steroids

which required diuretics and hypokale-
mia. Her potassium has gone down as

< b )Resident, Touro Infirmary.
< c >Clinical professor of medicine, LSU School

of Medicine.
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Fig 2. Esophageal dilatation.

far as 1.6 mEq, and I’ve seen her in the

office when her pressure has been as

low as 70/50. The big problem is in-

volvement of the upper GI tract with

vomiting, esophageal reflux and bleed-

ing. You can see her back with its clas-

sical changes of scleroderma. During

the sympathectomy she had injury to

the thoracic duct and developed a chylo-

thorax. The skin changes are quite

marked. First we note how taut and
tight the skin is. There is very little

elasticity. It seems to be bound down to

the underlying tissues. There are also

losses of subcutaneous fat and adipose

tissue. Please note on her neck and
back that there are linear areas of hy-

perpigmentation and in some areas

there is complete depigmentation.

One notes that her facial expression

has no animation. This is due to the

tightness of her skin which seems to be
drawn taut over the facial bones. Her
nose is thin and pointed with enlarge-

ment of the nares. There are several

telangiectases lateral to the nose. The
upper extremities show the skin mani-

Fig 3. Digital ulceration— Raynaud’s phe-

nomenon.

festations as mentioned before. Note

the absence of tips of several fingers

and complete loss of several distal pha-

langes. Note the induration and deep

ulceration of both elbows.

Dr. Harry E. Dascomb: (d) Her hypo-

tension is postural. When she sits up
quickly she becomes dizzy, hence the

tumbling and hip fracture. The edema
has been a difficult problem. When I

first saw her in 1967, it was a dominat-

ing feature of her illness although it’s

not nearly as bad as before.

Miss L: (e) My ankles are a little swol-

len today.

Dr. Dascomb: This seemed to occur

even before the steroids were given in

large amounts. I wonder if it is related to

the illness. The profound hypokalemic

(d) Medical director, Charity Hospital at New
Orleans; Professor of medicine and public health

and preventive medicine, LSU School of Medi-
cine.

(e) Patient.
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state is certainly manifested in all forms.

Oral potassium could not be absorbed

probably because the chlorides were

low, and it was best that Dr. Blitz give

potassium chloride in order to restore

the potassium. It’s interesting also that

pleuritis and pericarditis are not usually

present in this disease. Acrocyanosis, as

Raynaud’s phenomenon, was seen in

cold weather or when she was upset

emotionally.

Ms. Susan Jett: (n I think she might

be deficient in vitamins A, C and some
of the B vitamins. She would eat three

small meals, and those only when she

would feel better. It’s just how her

emotions affect her eating habits.

Ms. Cindy Mitchell: (s) She’s single.

She’s lived alone. She’s always been

employed by the insurance company.
She seems to have accepted the disease

well. She didn’t have any hang-ups

about it.

Dr. Stephen Herbert: (h) Are there

any indications of intestinal malabsorp-
tion ?

Dr. Blitz: Not for sure, even though
this is one of the problems.

Dr. Herbert: Has there been any
progressive change other than hypopig-

mentation ?

Dr. Blitz: She does have some areas

of linear pigmentation, but these are not

diffuse.

Dr. Robert Parkman: (i) These films

demonstrate the fibrotic changes in the

lungs with some evidences of esophageal
disorder. The best way to evaluate

esophageal motility is through fluoros-

copy; her esophageal motility was slug-

gish. Scleroderma usually presents

with a sluggish esophagus. You can’t

(f) Staff dietitian, Touro Infirmary.

Clinical counselor, Touro Infirmary Social

Service Department.
(h) Head, Division of Pulmonary Diseases, Tou-

ro Infirmary; Clinical associate professor of

medicine, Tulane University School of Medicine.
(l) Radiology resident, Touro Infirmary.

always see the strictures in the terminal

esophagus.

Dr. Faust: There are two things: the

lung problem and the liver problem.

The patient presents now with jaundice

but has a negative Australian antigen

which of course does not completely

rule out serum hepatitis. I read that

there is a high incidence of primary

biliary cirrhosis in patients with sclero-

derma, but Miss L. didn’t have anti-

mitochondrial antibodies.

Dr. Joseph J. Biundo, Jr. :
,j) Sclero-

derma is a very heterogeneous disease,

sometimes mild, sometimes severe but

progressive in every case. Frequently it

may begin with edema of a digit or with

swelling that may not look at all like

scleroderma, but within months the skin

becomes indurated, atrophic and bound
down. You may not really detect it

visually; we diagnose scleroderma pri-

marily by palpation. Findings aside

from the bound down skin are hyper-

pigmentation or hypopigmentation and
“gorget” sign which is an interfollicular

hypopigmentation, typical of scleroder-

ma. Ulcerations and gangrene are com-
mon. It is seldom that you find a patient

with scleroderma who does not have
Raynaud’s. Raynaud’s should be identi-

fied by the specific color change rather

than by pain or numbness. Character-

istically, the numbness occurs during the

hyperemic phase, and the pain during

the vasospastic phase. Myositis is an-

other aspect of systemic sclerosis. The
patient has extreme weakness. Patients

presenting primarily with muscle weak-
ness respond well to steroids as do those

with pericarditis
;
for other manifesta-

tions, steroids do little in treatment.

There’s a good correlation between Ray-
naud’s and esophageal involvement even

without other signs of scleroderma. We
have seen and described primary pul-

monary hypertension in the absence of

(i> Assistant professor of medicine, LSU School

of Medicine.
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pulmonary fibrosis. One interesting

finding is dilatation of the second and

third portions of the duodenum. Bac-

terial overgrowth of course leads to the

malabsorption syndrome, but this is not

very common actually.

Dr, Dascomb: I noted five years ago

that she had a few rales. Currently, her

rales suggest bronchiectasis ;
but the

recent infection may have produced

pseudobronchiectasis.

Dr. Sydney Jacobs: <k) What was the

effect of chemotherapy of her lung?

Dr. Biundo: Miss L. was twice on

chlorambucil at a time when she had

both myositis and pericarditis. The kid-

ney involvement in scleroderma is asso-

ciated with the worst prognosis. There’s

never been a patient who survived the

malignant nephrosclerosis of sclero-

derma.

Dr. Dascomb: We had two this last

year who had little involvement other

than the scleroderma kidney. They
were dialyzed. They are on chronic

dialysis. Another was a candidate for

a transplant.

Dr. Biundo: Scleroderma is not an
immune complex disease as is lupus. It

is not an immune complex disease
; but

in the skin and in the blood vessels are

found great deposits of collagen. Why?
What stimulates that? We can under-

stand lupus as an immune complex dis-

ease and we can understand polyarter-

itis as a vasculitis with deposition of

immunoglobulins around blood vessels.

This is not so for scleroderma. You can
find a rheumatoid factor in 20 to 30 per-

cent and you can find antinuclear anti-

bodies in perhaps 50 to 60 percent. Gen-
erally these are the speckled patterns
with antibodies to RNA nucleoproteins,
not to the DNA nuclear proteins, so

that’s a big difference. The immuno-
suppressives have been the last things
that have been used.

(k) Chief, Department of Medicine, Touro In-

firmary; Clinical professor of medicine, Tulane
University School of Medicine.

McKenzie started using chlorambucil,

and he found some degree of success

with muscle disease. It’s helped Miss L.

because she has had so many organs

that have been involved. The fact that

she is still here and alive is evidence

that something has been done that has

kept her going despite rather severe in-

volvement. I don’t think we know if it

is as effective as Cytoxan in suppressing

immune disease. What are we doing

specifically in scleroderma? First of all

there’s the overlap between all of these

connective tissue diseases. One can see

scleroderma and myositis that are quite

identical to polymyositis whereas one

can see an overlap of the mixed con-

nective tissue disease in which there are

sclerodactyly, Raynaud’s phenomenon,
myositis and arthritis. So it’s the setting

which appears in the family of connec-

tive tissue diseases. Secondly we see

autoantibodies in scleroderma with 60

percent of patients having antinuclear-

antibody and 20 percent having rheu-

matoid factor. This is evidence of in-

creased collagen deposition. It was
reported recently that there is a most
surprising association of Sjogren’s syn-

drome with scleroderma. Certainly,

Sjogren’s syndrome is a disease in which
there is a large deposition of lympho-
cytes in the salivary glands and elevated

titers of rheumatoid factor, immunoglob-
ulins and antinuclear-antibodies sug-

gesting abnormality of the immune sys-

tem. Scleroderma is not a rare disease

and is almost as common as polymyositis

among the four important connective

tissue diseases (rheumatoid arthritis,

lupus erythematosus, polymyositis and
scleroderma)

.

Dr. Jacobs: Does scleroderma exist

for many years as an internal disease

without obvious skin manifestation?

Dr. Biundo: Lots of mild scleroderma

patients are walking around and simply

have not been picked out. They have

mild Raynaud’s, mild acrosclerosis and
sclerodactyly with minimal pulmonary
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dysfunction. Nobody picks them up be-

cause their fingers are not examined

carefully.

Dr. Dascomb: The point has been

well made about immune complex dis-

ease. I think that’s the only rationale

for using drugs like Leukeran in those

who manifest Raynaud’s or without

some other evidence of an immune proc-

ess disorder. We often see interstitial

pneumonitis in patients who have re-

ceived anti-neoplastic agents but some-

times this pneumonitis responds to ste-

roid therapy. Miss L.’s x-ray indicated

both interstitial and alveolar filling pat-

terns which waxed and waned. Could

she have had either a bacterial or a

viral pulmonary lesion which responded

to the combination of steroids and anti-

microbials? It may be a characteristic

of scleroderma lung to respond to ste-

roid therapy particularly when given

early in the process.

Dr. Blitz: You’re dealing with two

considerations, pulmonary problem and

the hepatic problem. She does have

lung disease both scleroderma and

Pseudomonas infection to begin with.

Will a liver biopsy help us to alter our

treatment at all? I don’t like to do dan-

gerous procedures, and to this patient I

think a liver biopsy would be dangerous

especially.

Dr. Dascomb: May I make one com-

ment about the colonization here ? I

think were she to develop purulence in

her sputum or fever, I would treat the

Pseudomonas.

Dr. Herbert: If I remember correctly,

Dr. Dascomb, the infiltrates on her chest

x-ray antedated the recovery of Pseudo-

monas from the sputum. Is the Pseudo-

monas only colonizing in the lung ?

Dr. Dascomb: It may well be because

one of the things we know about Pseu-

domonas is it may yield very low con-

centrations in sputum yet cause a

necrotizing granulomatous type of in-

fection in the lung. However, she

doesn’t look that ill. The Pseudomonas

colonizing at the moment, are only 10

percent of the flora. By the way, there’s

an excellent symposium on Pseudomonas

infections in the current Journal of Infec-

tious Disease. 1

Editor’s Note: The patient was dis-

charged from the hospital but was read-

mitted a month later because of intense

jaundice, nausea and vomiting. She

died five days later. At autopsy, the

impressive findings were acute hepatitis

with atrophy, erosive esophagitis, pul-

monary edema with fibrosis and oblit-

erative pericarditis. Several points

worthy of emphasis are: a) The classi-

cal onset with Raynaud’s phenomenon
in a 38-year-old white woman with

inexorable progression over a 15-year-

period; b) The multiple visceral mani-

festations which subtly exceeded the skin

changes in destructiveness; c) the ex-

plosive acceleration of pulmonary and
hepatic involvement; and d) the tanta-

lizing suggestion of an auto-immune
basis with corrollary hope of therapy by
immuno-suppressive agents. An excel-

lent symposium on scleroderma appears
in the Mayo Clinic Proceedings, vol 46,

February, 1971. 2

References
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Medical Malpractice Insurance

One cannot escape the fact that a

medical malpractice crisis exists. Some

physicians erroneously feel that the

crisis essentially is an insurance one

;

but instead, it is a medical - legal - eco-

nomic crisis which could well shape the

future of medicine more than any other

factor now on the horizon.

The crisis does not seem so real in

Louisiana, and credit is due to the con-

certed efforts of our state medical soci-

ety who foresaw the developing storm

and procured an excellent malpractice

program. Louisiana physicians for the

time being are sheltered
;
but in time we

too will feel the impact that the Louisi-

ana Hospital Association is now experi-

encing.

Data, collected by the Department of

Health, Education, and Welfare, bring

the problem into clear focus. In 1960,

physicians and hospitals paid a total of

$61 million in medical malpractice

premiums. In 1970, the premiums to-

taled $370 million. Three years later,

the premiums paid reached $700 mil-

lion. According to Dr. Roger O. Ege-
bert, special assistant to the Secretary

of HEW for Health Policy, premiums
for 1975 will go over the one billion

dollar mark. In spite of these soaring

premium costs, according to Gleason
L. Payne, former California Insurance
Commissioner: “Not a single insurer

has made money on individual medical
malpractice policies in the past 20
years.” 1

The number of malpractice claims
received by one of the major malprac-
tice insurers in this country rose from
1 in 23 per insured doctor in 1969 to

1 in 10 doctors in 1974. California aver-

ages one suit a month in which the set-

tlement is for one million dollars or
more, and the average jury settlement

in malpractice cases in California in

1974 was $212,000.

In the field of hospital malpractice

insurance, one insurer of hospitals in 29

states had losses in 1974 approximating

84 million dollars. This forced this par-

ticular company to cancel as of April 1,

1975, all hospitals insured under the

Louisiana Hospital Association which
was a majority of the hospitals in Lou-

isiana. Some are having difficulty in

securing any company to insure them;
many are becoming self-insured.

In addition to the estimated billion

dollars in premiums which will be paid

by the physicians and hospitals through-

out the nation, according to the Secre-

tary of the Department of Health, Edu-
cation, and Welfare, Casper Weinber-
ger:

Doctors prescribe hospitalization when it is

not necessary and order ten x-rays when only

two .are needed just to give themselves a defense

in case of a malpractice suit. Eight billion dol-

lars a year unnecessarily goes on what we call

defensive medicine.
2

For those who have been fortunate

enough not to have had a malpractice

suit and view the approaching crisis in

Louisiana as only a threat of higher

premiums need to ponder a quote from
Steven Cain

:

Less than one out of every twenty-five victims

of medical malpractice in Michigan will ever sue

for damages—the other twenty-four are time

bombs under the house of medicine .
3

There is no easy answer as to the

cause of increased malpractice suits, but

as one reads the various editorials and
news items appearing almost daily

throughout the country, one has to con-

clude that news items such as Mr. Cain’s

make patients “suit conscious”. Other
factors include the news coverage given

to skyrocketing jury awards, inflation,

increased patient expectation for cures
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from their treatment, the increase in

impersonality between doctor and pa-

tient due to specialization and the con-

tingency fee system used by attorneys,

(the attorney collects from 1/3 to */2 °f

the gross settlement). These are just

some of the reasons for the growing

crisis; others exist but are more com-

plex.

There is no easy solution to the prob-

lem, but one comes to the conclusion

that the following are not solutions : a

federal program of insurance under-

writing; doubling, tripling or quadru-

pling the annual premiums
;

blaming

our present crisis on plaintiff attorneys

or the press; or accepting restrictive

coverages as is being proposed by one

major insurer. The solution can only

come through the very best efforts of

those concerned—meaning the medical

and legal professions, legislators, con-

sumers, and the insurer.

It is suggested that the Louisiana

physician should not look to the AMA,
HEW, or others to come up with the

new system. We should now anticipate

our eventual involvement in the national

crisis, utilize the time “purchased” by
the state medical society’s present

unique insurance program, and keep
malpractice insurance profitable in our

state.

A comprehensive program, requiring

legislative changes must be worked out

in which a patient who has been the

victim of inadequate treatment is ade-

quately and justly compensated; but

individuals whose malpractice claims

lack merit must be eliminated. The Lou-
isiana Hospital Association and the

Louisiana State Medical Society, must
join in a common effort to develop

methods of prevention of injury and
should stand ready to assist in settling

any meritorious malpractice cases.

Eventually, the actual solution must

be legislative. Multiple areas must be

studied such as, shortening the statutes

of limitations; abolishing settlements

for punitive damages; reducing the time

of prescription between the occurrence

of a medical accident or negligent act

and its discovery; the possible use of

screening panels and binding arbitra-

tion
;
the elimination of the contingency

fee system
;
elimination of res ipsa loqui-

tur so that the burden of proof in mal-

practice becomes the responsibility of

the plaintiff; the elimination of duplica-

tion of payments from other sources

such as worker’s compensation or health

insurance to claimants who have re-

ceived malpractice settlements; and the

prohibition of specific dollar demands in

medical malpractice suits so that each

case will be tried or settled on its own
merits.

There are many disadvantages to

each of the above and it is not sug-

gested that any of the above should be

the policy of the state medical society

but from these “band-aid, mercuro-

chrome” suggestions for the treatment

of a cancer may come the seeds of plan-

ning which will prevent more federal

control and offer our patients as well as

ourselves just and adequate protection.

Acknowledgment

Acknowledgment is made for the

background information, research and
statistics used in this editorial which
were furnished by the Insurance Infor-

mation Institute, 110 William Street,

New York, N. Y.
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By LEON M. LANGLEY, JR.

A $60,000 Grant was awarded to the American Arbitration Association to support

a study of medical malpractice dispute settlement systems now in use, to recom-

mend alternative systems better designed to resolve the controversies, and to

preserve the economic rights of MDs, health organizations, and patients. Henry

J. Kaiser Family Foundation and the Commonwealth Fund are sponsoring this

two-year project.

Physicians Should Be Included in Hospital Decision Making Processes, Wade Mountz,
new chairman of the American Hospital Association’s board, told hospital

administrators and hospital association executives at the AHA’s annual meeting

in Washington, D. C. Mountz said, “If the hospital does not have the physicians

on its team, it will lose the health care game by default.” He recommended
including physicians on governing boards and other decision-making committees

of the hospital. “It is our responsibility,” Mountz said, “to help the physician

understand the management of such vast human, technological, and financial

resources, and to impress upon him the importance of his role in the process.”

The AMA Filed Suit Against HEW February 20 to block the new utilization review

regulations covering Medicare and Medicaid patients. Hearings began Febru-

ary 24 in federal district court in Chicago. The suit seeks both a preliminary

and permanent injunction on the grounds that the regulations violate the Con-

stitutional rights of both patients and physicians, exceed the authority granted

to the HEW secretary by the Social Security Act and violate the section of the

act that forbids “any federal officer or employee to exercise any supervision

or control over the practice of medicine or the manner in which medical ser-

vices are provided.” It also charges that the regulations were issued in a man-
ner contrary to the procedures required by the Constitution and the Administra-

tive Procedure Act. The regulations, which became effective February 1 but

which have not yet been implemented, require that every decision by a physi-

cian to hospitalize a Medicare or Medicaid patient be evaluated by UR com-
mittee of the hospital within one working day. Non-physicians may serve on

these committees.

Five Former Secretaries of HEW and three former Social Security Administration
commissioners have issued a “white paper” contending that the Social Security

system is strong and criticizing attacks on its stability. The 4,500-word docu-

ment, titled Social Security: A Sound and Durable Institution of Great Value, was
signed by one-time HEW secretaries Elliot Richardson, Robert Finch, John Gard-
ner, Wilbur Cohen and Arthur Fleming, and by former commissioners Charles

Schottland, William Mitchell and Robert Ball. There is enough money in So-

cial Security to pay future benefits, the paper said, and it is a disservice to cast

doubts on the system’s fiscal soundness. The paper conceded that there is a

long-range need for additional financing. The Social Security Advisory Council

is expected to report officially to Congress soon that there is the prospect of

a multi-billion dollar deficit in the Social Security trust fund and to urge much
higher payroll taxes in addition to the use of general revenues to strengthen

the trust fund.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

The electrocardiogram is certainly

highly suggestive of left ventricular

hypertrophy. However, physical exami-

nation revealed congenital absence of

the left pectoral muscle (See Fig 2).

changes in the P, QRS and T waves

after right and left mastectomy (mostly

radical procedures). They found large

increases in the QRS complexes over the

entire precordium (but not in the limb

leads) after left mastectomy. The leads

showing the most significant changes
were V3R and VI—V3. After right

Fig 2. Congenital absence of the left pectoral muscle.

There are many extrinsic as well as

intrinsic factors that must be considered

when one is rendering an electrocardio-

graphic diagnosis. Changes in the elec-

trocardiogram have been reported after

left and right mastectomy, in emaciated
individuals and with age. 1 It is well

known that body build must be taken
into account in the electrocardiographic

interpretation.

LaMonte and Freiman 1 reported

mastectomy, significant increases in the

amplitude of the QRS complexes were
noted in V3R and VI. They concluded

that after mastectomy the standard cri-

teria for electrocardiographic diagnosis

may not apply and that after any alter-

ation in the composition or configura-

tion of the thorax, standard criteria

should be employed with caution.

Numerous criteria for the ECG inter-

pretation of LVH have been proposed. 4
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Most are based, by necessity, on hearts

obtained from autopsy cases of older in-

dividuals. It has been appreciated that

more liberal voltage criteria should be

applied to individuals in the younger

age groups, 5 but the exact criteria have

not been agreed upon. The patient in

the present report met several of the

voltage criteria for LVH. Perhaps the

most widely accepted voltage criterion

for LVH is that of Sokolow and Lyon 6

which consists of SV1 or SV2 RV5 or

RV6 greater than 35 mm. In this patient

it measured 59 mm. Wilson, et al, 7 sug-

gested the criteria of SV1 > 24 mm.
It is the intent of this report to once

again emphasize that the electrocardio-

gram is influenced by many factors

other than intrinsic heart disease, and
that its interpretation must be per-

formed in the light of clinical history

and physical examination. In this case,

the ECG abnormality could be linked to

the absence of the patient’s pectoralis

muscle. This entity is apparently dis-

tinctly unusual, and in Gray’s anatomy9

only a brief mention of this condition is

made. It is stated that “Deficiency or

absence of the sternocostal part (of the

pectoralis major muscle) is not uncom-
mon. Absence of the clavicular part is

less frequent. Rarely the whole muscle
is wanting.”

Although no other cardiovascular

lesions were noted in the case reported,

it has been said that absence of the

pectoralis major is sometimes associated

with absence of the breast in females
or other abnormalities of the cardiovas-

cular system. 10

Professional
treatment for
professional
people.

o
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

H. H. HARDY, JR., MD
President

1974-1975

Making this contribution to the Jour-

nal of the Louisiana State Medical

Society is not one of my favorite chores.

It usually amounts to a bit of praise to

the outgoing president who has reached

the final stages of his term. The main
reason for the unpleasant feeling is be-

cause we will not be seeing H. H. as

much as in the past even though he will

remain on the Executive Committee as

immediate past president.

Humphrey, as our leader, has just

about completed a most strenuous and
trying year. Such as he has encountered

in the past year was sufficient to sap

the strength, energy and mental capac-

ity of a most stalwart, intellectual giant.

Humphrey started this year not in the

most superb physical condition, having

to undergo major surgery in the earlier

part, thus making his accomplishments

far more difficult than if he had re-

mained at all times completely healthy.

It is a most satisfying feeling to know
that he has regained his good health

and he can once again share his ability

of leadership and know-how with us in

areas where they are badly needed to

say nothing of the “MAC” (Maximum
Allowable Cost) monstrosity.

Needless to say the planning bill

passed by Congress, the Manpower Bill

which did not pass but is still hanging
file, the PSRO law which was enacted,

the regulations on Utilization Review
and Certification as handed down by
the Department of H.E.W., and the

numerous national health insurance bills

that have been before Congress have
played heavily on his and the officers’

time and are most menacing.

Humphrey is a real Louisianian, hav-

ing been born and educated in the state.

His place of birth was Lecompte, Louisi-

ana. His education, after having finished

high school with honors, was continued

at Louisiana State University in Baton

Rouge where he received his BS degree

in Pre-Med and where he received well

deserved honors. He did his undergrad-

uate study in medicine at the Tulane

Medical School where he was elected

to Alpha Omega Alpha and received

his MD degree in 1935. After graduat-

ing, he joined the Department of Surgery

at Tulane University Medical School un-

der Dr. Alton Ochsner, Sr. He served

as a fellow on the Tulane Surgical Ser-

vices, during which time he also served
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A powerful lot of people

have been saving at

Eureka since 1 884

See Eureka for Home Loans

2525 Canal Street Phone 8220650
110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

as assistant visiting surgeon at the Char-

ity Hospital of Louisiana in New Orleans

and Touro Infirmary in New Orleans.

In 1938, he entered private practice in

Alexandria, Louisiana as a surgeon,

forming a partnership with two other

physicians. This partnership subse-

quently became and remains the Physi-

cians and Surgeons Clinic in Alexandria.

This clinic has grown over the years

due, to a considerable extent, to his pro-

motion of its activities. He remains the

senior surgeon in the group even though

the sequelae of his two major illnesses

have incapacitated him to some extent.

He has been a leader in medicine. He
has been a member of the Executive

Committee of the Louisiana State Medi-

cal Society for twenty-five years. He
has held practically every office that

the LSMS recognizes and was a leader

in the House of Delegates as its chair-

man and vice-chairman for more than

ten years. Because of his interest and
willingness to accept responsibilities,

Humphrey has been elected to just about

all of the surgical organizations avail-

able. His honors range from his local

Rapides Parish Medical Society to state,

regional and national medical organi-

zations. His work as advisor to the

Department of Welfare as Chairman of

the Liaison Committee between the

physicians of Louisiana and the Welfare
Department was most notable. He did

much for the American College of Sur-

geons in Louisiana, regionally and na-

tionally. I would think that he was at

his best as Chairman of the Commission
to Study the Organization and Functions

of the Louisiana State Medical Society.

Those were two-day meetings on Satur-

days and Sundays that taxed one’s phy-

sical and intellectual stamina. The results

of this work, with some exceptions, are

our present Charter, Constitution and By-

Laws. The present handbook used in the

House of Delegates is the brain child of Dr.

Hardy’s and it has streamlined the work
of our Delegates in the House. He has

J. Louisiana State M. Soc.
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gone a little further in establishing a

book for the Executive Committee which

has worked superbly. Much more could

be written of this great leader but some

of his personal life should be mentioned.

Dr. Hardy has always been a member

and very active in AMPAC and LAMPAC.
Despite the fact that being Speaker of the

House of Delegates of the LSMS is most

confining and laborious, he had such in-

terest in his work; he personally founded,

and is now permanent Chairman of the

Southeastern Speakers, an organization of

the Speakers of the House of Delegates of

the state medical societies of fourteen

southeastern states.

He is a former member of the Execu-

tive Committee of the Cenla Health Plan-

ning Council and a member of the Ex-

ecutive Committee of the Louisiana Re-

gional Medical Program and a member of

its regional advisory group. Likewise he

has served as a member of the Medical

Advisory Board of the Sears-Roebuck

Medical Foundation.

Dr. Hardy has just been appointed by

the Governor of Louisiana as a member
of the Louisiana State Hospital Board

and is now Chairman of the Board.

Humphrey is well thought of in A.M.A.

circles, having been appointed to the Ad
Hoc Committee to study the Himmler Re-

port and to develop a Committee on Long
Range Planning.

Since 1970 until the present, he has

been a member of the Joint Commission

on Accreditation of Hospitals.

Some may not realize that Humphrey
has been endowed with business acumen
and he could have made his mark in the

business world as well. He sits on the

boards of several commercial organiza-

tions, trusts, et cetera, was a charter mem-
ber of the Alexandria Golf and Country

Club, the Alexandria-Pineville Chamber

of Commerce, member of the local Boy

Scout Council and a member of the Epis-

copal Church. This in a very small way
gives you an idea of his versatility.

His home at present is in Alexandria

with his wife who was, before their mar-

riage, Maurine Jackson of Saint Joseph,

Louisiana. He and Maurine have three

children, Patrick, Melody and Gay. They

make a happy group, are most hospitable

and all, at one time or another, have

joined Humphrey in his medical jaunts

around the country, including one of the

LSMS adventures to Switzerland, Ger-

many and Austria.

Humphrey has represented the society

well in various parts of the country as

well as statewide. Had he remained in

excellent health, it is fairly safe to say he

would have broken all records insofar as

visitations, liaison and community activi-

ties are concerned. The public relations

of our society were very much enhanced

by our sharing him with other groups.

I made an effort to find out what might

be some of H. H.’s hobbies but to no avail.

1 would think that practicing good medi-

cine, working exhaustingly hard, settling

parliamentary problems, and eating will

find him at his best.

The Louisiana State Medical Society is

indeed appreciative of the loyalty and ex-

pertise exemplified on many occasions by

H. H. and is grateful to Maurine for

sharing him with us in getting the poli-

cies of the LSMS implemented. As one

who has worked with at least ten presi-

dents of this organization, I have been

rather observative re his stamina and

tireless efforts in our behalf, and I feel

that commendation is due him for his

ingenious handling of the many complex

problems encountered within the last year.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Date Place

Third Tuesday of every month Lake Charles

Fourth Tuesday of every month Baton Rouge

Second Tuesday of every month

Third Tuesday of every month

except summer months

Third Thursday of every month

Second Tuesday of every month Lafayette

Last Tuesday of every other month

Third Tuesday of every month Bastrop

Second Tuesday of every month

Second Tuesday of every month New Orleans

First Thursday of every month Monroe

First Monday of every month Alexandria

First Wednesday of every month

Second and fourth Thursdays of

every month Independence

Third Monday of every month
Third Thursday of every month
Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

First Thursday of every month

Society

Ascension

Calcasieu

East Baton Rouge
Jackson-Lincoln-Union

Jefferson

Lafayette

Lafourche

Morehouse
Natchitoches

Orleans

Ouachita

Rapides

Sabine

Tangipahoa

Terrebonne

Second District

Shreveport

Vernon

SEPTEMBER AND OCTOBER 1973 LSMS
JOURNALS NEEDED

The LSMS has exhausted its supply of the Sep-

tember and October 1973 issues of The Journal

of the Louisiana State Medical Society. Members

who have copies of these issues, and no longer

have need for them, are urged to return them to

the Journal office.

TWENTY-FIRST ANNUAL OB-GYN
SEMINAR, JULY 21-25, 1975

The Twenty-first Annual Ob-Gyn Seminar will

be held at the Smokey Mountain Hilton, Ashe-

ville, North Carolina on July 21-25, 1975. Broad

aspects of obstetrics and gynecology will be cov-

ered and among the program participants will

be the departments of obstetrics and gynecology

of the University of Duke, Bowman Gray, Medi-

cal College of West Virginia, and the University

of North Carolina.

For registration and other information please

contact the secretary, Dr. George T. Schneider,

Ochsner Clinic, 1514 Jefferson Highway, New
Orleans, Louisiana 70121.

AMERICAN BOARD OF FAMILY
PRACTICE

The American Board of Family Practice an-

nounces that it will give its next two-day writ-

ten certification examination on November 1-2,

1975. It will be held at five centers geographi-

cally distributed throughout the United States.

Information regarding the examination may be
obtained by writing: Nicholas J. Pisacano, MD,
Secretary, American Board of Family Practice,

Inc., University of Kentucky Medical Center,

Annex No. 2, Room 229, Lexington, Kentucky

40506.

PLEASE NOTE: It is necessary for each phy-

sician desiring to take the examination to file a

completed application with the Board office.

Deadline for receipt of applications in this office

is June 15, 1975.

MASS EDUCATION PROGRAM TO COMBAT
PINWORMS, ROUNDWORMS LAUNCHED

BY ROERIG DIVISION OF PFIZER
PHARMACEUTICALS

Combatting two major intestinal parasite prob-

lems of school-age children, pinworms and round-

worms, is the subject of a sound-slide kit which

can be borrowed, without charge, by groups of

medical professionals and medical and nursing

students. Physicians, nurses and health educa-

tors may also borrow the slides for showing to

schools, parents’ groups and other civic organi-

zations.

Prepared by the Roerig Division of Pfizer

Pharmaceuticals, the kit of more than 80 slides

and a tape cassette is designed as a weapon in

a campaign launched by Vivian K. Harlin, MD,
president of the American School Health Asso-

ciation. At the group’s recent annual conven-

tion, Dr. Harlin, who is also director of health

services, Seattle Public Schools, called for “a

concerted attack on a problem that could affect

as many as one-tenth of the nation’s population,

the greater proportion of them children.” She

added that pinworms might be found to be even

more prevalent if adequate screening programs
were initiated to detect cases.

Dr. Harlin pointed out that some of the prob-
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lems of pinworm or roundworm infection may
be considered serious, while some are merely

troublesome and that “serious” could mean such

clinical manifestations as pneumonia, perforated

bowel, and bloody or mucous diarrhea. Also,

some of the troublesome but less serious prob-

lems may be loss of appetite, insomnia, anal itch

and irritability.

The president of ASHA also described the

impact on a mother, shocked to find that her

child is infected or re-infected with those ugly

crawling things. Then she becomes upset and

angry because she has washed, chloroxed, boiled,

brushed, vacuumed, air-dried, fumigated, and

medicated the child, the clothes, the bedding, the

brothers and sisters, and perhaps the cat and

dog, only to find that the child is itching and

scratching again and that flashlight examination

of the anal region at night reveals that the

pesky creatures are back again. It’s a lot of

work for a busy mother to treat for worms, to

say nothing of the embarrassment she feels in

having the school call this type of infection to

her attention.

Beginning with the importance of hand-wash-

ing, .and trimming the nails rather than biting

them, the sound-slide presentation outlines per-

sonal hygiene, and housekeeping steps to break

the cycle of reinfection. Curing an infected

person begins with a simple diagnostic test in

NEEDED
PRIMARY CARE PHYSICIANS

General Practitioners, Internists or Pedia-

tricians are needed tor an interdisciplinary

program providing comprehensive care and

habilitation for retarded children and adults

at Partlow State School and Hospital, a

state residential facility.

Requires Alabama license. Salary $3 1 ,785

to $42,592 annually. Excellent fringe bene-

fits. College area, thriving community.

Address Inquiries to:

DR. ROBERT SANDERS, Superintendent

Partlow State School and Hospital

P. O. Box 1730

Tuscaloosa, Alabama 35401

Telephone: (205) 553-4550

AN EQUAL OPPORTUNITY EMPLOYER

which the anal area is swabbed with a scotch

tape strip, which is examined under a micro-

scope by a medical professional to detect pin-

worm eggs. A pleasant, single-dose treatment

can then be prescribed by a physician.

To borrow a sound-slide set and obtain quan-

tities of popularly written booklets on treating

pinworms and roundworms, medical and nursing

professionals and health educators may contact

their local Roerig medical service representative

or write on their letterhead to Roerig, Pfizer,

Inc., 235 East 42nd Street, New York, N. Y.

10017.

RESIDENCY QUALITY, PUBLIC
ADVOCACY ARE TOP PRIORITIES,

ABFP HEARS
The retiring president of the American Board

of Family Practice urged his colleagues on the

certifying body in the new specialty of family

practice to (1) play a major role in upgrading
and maintaining the quality of residency train-

ing in the specialty, and (2) adopt a stance of

public advocacy in the delivery of health care.

Dr. Arthur Nelson, of Scottsdale, Ariz., made
his report to the 15-member board at its

.
annual

meeting January 9-12 at Carlsbad, Calif. The

Ridiculous? Sure. But everybody, even doctors, some-
times try their hands at matters outside their expertise.
Like investment management. And it’s so unnecessary
with capable, experienced counselors like Darwin
Charles Fenner available to give investment portfolios
the full-time attention they need. His only occupation
is giving you investment advice best suited to your
situation. He is entirely on your side. Call him today
and discuss the better way than do-it-yourself for your
investments.

G
Darwin Charles Fenner, President

Fenner Investment Management Company
Investment Counsel

Suite 2985. 1010 Common Building. New Orleans. La. 70112

Telephone 504/581-6288
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ABFP, which was founded in 1969, has held

five examinations and now numbers more than

7,000 diplomates.

The board was the first certifying unit to re-

quire recertification and is the only such body

to have voting members from associated special-

ties. It includes representatives from internal

medicine, pediatrics, obstetrics/gynecology, sur-

gery and psychiatry/neurology, as well as fam-

ily practice.

Dr. Nelson, a residency program director in

Scottsdale, said that in his opinion the board

“must pay particular attention to maintaining

and, in most instances, improving the quality of

our residency programs. We are at the moment
riding a wave of medical student enthusiasm for

family practice. We must not let them down by

offering inferior or service-oriented residencies.”

EXERCISE BOOKLET AVAILABLE
“Beyond Diet: Exercise Your Way to Fitness

and Heart Health,” a 40-page booklet for pa-

tients, is currently being distributed free of

charge by the makers of Mazola corn oil. Based

on the principles of exercise training and pro-

gramming, the booklet explains not only how to

exercise to minimize thei risk of heart disease,

but how much.

Written by a well-known exercise cardiologist,

“Beyond Diet: Exercise Your Way to Fitness and
Heart Health” gives answers to such questions

as: Who should exercise? What is your target

zone? What types of exercise: can lead to fit-

ness? What should you do about the everyday
aches and pains so 1 common when beginning an
exercise program? Also included is a simple

form on which the patient can record his prog-

ress.

Copies of this do-it-yourself guide are avail-

able, without charge, by writing: Mazola Oil

Exercise Booklet, Dept. ZP, Box 307, Coventry,
Conn. 06238.

THE SOCIETY OF GASTROINTESTINAL
ASSISTANTS

The society is recognized by the American
Society for Gastrointestinal Endoscopy. All per-
sonnel working in the field of upper and lower
gastrointestinal endoscopy are qualified for
membership. You are invited to join now.

The SGA is a new society dedicated to a con-
tinuing program of promoting the> highest pro-
fessional standards of gastrointestinal assistants,

for the betterment and care of GI patients.

For membership application please contact the
SGA c/ o Marna Harmon, RN, Chairman, Steer-
ing Committee, 236-C Glenbrook Road, Stam-
ford, Conn. 06906.

c=ac=o

Pro-BanthTne®
brand of

propantheline bromide

Indications: Pro-BanthTne is effective as

adjunctive therapy in the treatment of peptic

ulcer. Dosage must be adjusted to the

individual.

Contraindications: Glaucoma, obstructive

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, toxic

megacolon, hiatal hernia associated with

reflux esophagitis, or unstable cardiovascular

adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medication

with caution. Fever and possibly heat stroke

may occur due to anhidrosis.

Overdosage may cause a curare-like action,

with loss of voluntary muscle control.

For such patients prompt and continuing

artificial respiration should be applied until

the drug effect has been exhausted.

Diarrhea in an ileostomy patient may indicate

obstruction, and this possibility should be con-

sidered before administering Pro-BanthTne.

Precautions: Since varying degrees of urinary

hesitancy may be evidenced by elderly males
with prostatic hypertrophy, such patients

should be advised to micturate at the time

of taking the medication.

Overdosage should be avoided in patients

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur as

well as mydriasis and blurred vision. In

addition the following adverse reactions have
been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of the

sense of taste, nausea, vomiting, constipation,

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals and
two at bedtime. Subsequent adjustment to

the patient’s requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied as

tablets of 15 and 7.5 mg., as prolonged-
acting tablets of 30 mg. and, for parenteral

use, as serum-type vials of 30 mg.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D. Searle & Co.
Medical Department, Box 5110, Chicago, III. 60680 481

SEARLE
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Statewide Physician Manpower Planning in Louisiana:

Investigation of Stated Reasons Why Physician Trainees

Select Louisiana Intern and Resident Training Programs*

• This is the third report concerning the activities of the Com-

mittee for Statewide Planning for Physician Manpower and Resi-

dency Programs in Louisiana.

ROBERT W. SAPPENFIELD, MD
MICHAEL H. MOSKOWITZ, MPH

PAMELA S. ALLISON, BA
WILLIAM H. STEWART, MD

New Orleans

THIS report presents the results of

special studies concerning the selec-

tion of intern and resident program

locations by the senior medical students,

interns, first-year reisdents and final-

year residents who were in the Louisiana

physician manpower production process

in 1973.

Methodology

Data used for this report have come
from two sources :

1. That collected by the American
Medical Association in its annual survey

of physicians is the basis for Table 1.

Some of these data were described and

analyzed in the first report of this

series. 1

2. That gathered from special sur-

veys of senior medical students, interns,

first-year residents and final-year resi-

dents who were in Louisiana’s physician

manpower production programs in 1973.

The basic methods used were described

in detail previously. 2

* This report was aided with funds from the

Bureau of Health Manpower Education (Con-

tract No. NIH 72-4340) awarded to the Louisi-

ana Regional Medical Program in cooperation

with the State Office of Comprehensive Health

Planning to support the planning activities of

the Committee for Statewide Planning for Physi-

cian Manpower and Residency Programs.

Dr. Sappenfield is the Chairman of Commit-
tee, Louisiana State University School of Medi-
cine, New Orleans, Louisiana.

Dr. Moskowitz is a Program Planning Asso-

ciate, Louisiana Regional Medical Program, New
Orleans, Louisiana.

Ms. Allison is an Evaluator and Planning Asso-
ciate, Louisiana Regional Medical Program.

Dr. Stewart is the Commissioner, Louisiana

Health .and Human Resources Administration,

Baton Rouge, Louisiana.

Institutions represented on the committee are:

Louisiana State Medical Society, Louisiana State

University Medical Center, Tulane University

School of Medicine, Confederate Memorial Medi-
cal Center, Charity Hospital of Louisiana, Vet-

erans Administration Hospital in New Orleans,

Ochsner Clinic, Touro Infirmary, Southern Bap-
tist Hospital, Health Education Authority of

Louisiana, Louisiana Health and Human Re-
sources Administration, and the Louisiana State

Board of Medical Examiners.
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TABLE I

PRELIMINARY DATA CONCERNING PRACTICE LOCATION OF ACTIVE NONFEDERAL PHYSICIANS WHO
GRADUATED FROM LSU SCHOOL OF MEDICINE IN NEW ORLEANS BY

GRADUATE TRAINING EXPERIENCE

No. Who
Practice

in Louisiana Percent

No. Who
Practice

Elsewhere Percent Total Percent

All Graduates Having Either All

Their Training, Their First and

Last Years,* or Their Last Year*

of Training in Louisiana 1,321 75.2 435 24.8 1,756 68.2

All Graduates Having Only Their

First Year’s* Training in

Louisiana 131 57.2 98 42.8 229 8.9

All Graduates Having Some Training

in Louisiana, But Not Their First

and Last Years* 12 21.1 45 78.9 57 2.2

All Graduates Taking All Their

Training Outside of Louisiana 137 26.9 373 73.1 510 19.8

Graduates with No Graduate

Training 16 69.6 7 30.4 23 0.9

Total 1,617** 62.8 958 37.2 2,575** 100.0

* Period of training, usually one year.

** Does not include one graduate, practicing in Louisiana, for whom no information on graduate

training experience was given.

Results

Based on the Spring 1973 interviews,

80 (52.6%) of the 152 senior medical

students classified as Louisiana residents

wished to remain in the state for train-

ing. Only 13 (14.3%) of the 91 out-of-

state students were planning such ac-

tion. Only 3 of the 23 students in the

sample from Tulane were classified as

in-state. These figures correspond to

the 13 percent in-state students in the

1973 class reported by Tulane, a

“regional” medical school that draws
its student population from all over the
United States and especially from the
southern areas of the country.

A better understanding of the rela-

tionship of location of internship and
residency programs to practice location

among Louisiana residents is presented
in Table 1. For our purposes, most
graduates of LSU Medical School in

New Orleans can be considered resi-

dents of the state. It can be seen that
only 62.8 percent of LSU graduates are
practicing in Louisiana. Of those who
practice elsewhere, 50 percent left im-

mediately after graduation or after the

first year of training.

The major factors found to influence

medical students in their decision con-

cerning location of training programs
(Table 2) are geographic location, im-

pressed with staff, reputation of spe-

cialty program or director, impressed
with facilities and the prestige of the

institution. It can be seen that change
of scenery, recreational facilities and
salary are more important for those

leaving for training. When job oppor-

tunities for spouse are adjusted to mar-
ried students, it is rated 50.9%R for those

remaining for training and 23.7%R for

those leaving for training. This indi-

cates that it is more important for those

students remaining in Louisiana for

training to have employed spouses than
those leaving the state for training.

Probably this result is influenced by
Louisiana’s ranking in 1973 as one of

the lowest of all states in terms of sala-

ries offered.

Intern, first-year residents and final-

year residents rank the same factors

158
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TABLE 2

RANKED FACTORS WHICH INFLUENCED THE DECISION OF SENIOR MEDICAL STUDENTS

REMAINING OR LEAVING FOR TRAINING

Total

Remaining

for Training

Leaving

for Training

Rank Percent Rank Percent Rank Percent

Geographic Location 1 75.5 1-2 75.3 1 78.1

Impressed with Staff 2 68.5 1-2 75.3 2-3 65.7

Reputation of Specialty Program or Director.. 3 64.6 3-4 62.4 4 65.0

Impressed with Facilities 4 59.7 3-4 62.4 2-3 65.7

Prestige of Institution 5 54.3 5 59.7 8 48.5

Change of Scenery 6 47.1 9 28.5 5 62.4

Recreation 7 43.6 7 33.9 6 52.9

Cultural Resources 8 36.0 6 38.7 9 36.1

Salary 9 35.8 14 14.5 7 51.8

Job Opportunities for Spouse* 10 22.8 8 30.1 11 17.2

Family Ties 11 22.2 10 24.7 10 19.7

Other Economic Reasons.. 12 12.3 13 19.9 13 8.8

Did Not Wish to Move Family 13 11.3 11 23.1 15 1.5

Good Education for Children 14 10.9 15 9.7 12 12.8

Spouse Working Here 15 9.7 12 21.0 14 2.9

* When job opportunities for spouses are adjusted for those students who are married, the per-
centage was found to be 50.9 percent for those remaining versus 23.7 percent for those leaving.

that the medical students did as the top

five in terms of importance, although

the ranking within the five is different.

All important factors seem to be less

important to those currently in graduate

training except for the reputation of the

program or director. Interns gave this

factor a value of 42.6 percent much
lower than that given by medical stu-

dents, first-year residents and final-

year residents. Recreational activities

seemed to be important only to the

medical students leaving the state for

training. Salary ranked very low in

importance to the graduate trainees as

it did to the medical students staying

for training. Job opportunities for

spouses and spouses working here, con-

sidering only married interviewees, are

less important to graduate trainees than
they were to medical students. The im-

portance value given decreases from
interns to first-year residents to final-

year residents. One explanation of this

might be that by the time a physician

reaches his final year of training he is

less financially dependent on his spouse
who is more likely to be caring for

children.

It can be seen from Table 3 that the

major strengths of Louisiana’s residency

programs are the variety and volume of

clinical experience, opportunity to exer-

cise independent judgment, and excel-

lence of fellow residents. (These are

the major advantages reputed to be of-

fered by programs in large hospitals

for the indigent.) Other important

strengths are relationship to teaching

staff, good schedule of nights on call,

contact with high level teaching staff,

university connections and excellence of

supervision. It should be noted that in-

terns did not rate excellence of super-

vision highly as a strength, while resi-

dents did. This is also somewhat true

of contact with high level teaching

staff. The lowest scoring factor is sal-

ary. The six final-year residents to rate

salary as a strength were in psychiatry

at Charity Hospital, a training program
with salary incentives offered by NIMH,
discontinued in July of 1973.

The interviewee was also asked to

rate the various choices given as weak-
nesses. By far the highest ranked
weakness was salary. Of the interns

and residents, 69.8 percent rated salary
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TABLE 3

PERCEIVED STRENGTHS OF POSTGRADUATE MEDICAL TRAINING PROGRAMS IN LOUISIANA BY INTERNS,

FIRST-YEAR RESIDENTS, FINAL-YEAR RESIDENTS, FAMILY PRACTICE RESIDENTS, AND BY

MEDICAL SPECIALTY WHERE APPLICABLE

NUMBER

INTERVIEWED

ADJUSTED

NUMBER

INTERVIEWED

VARIETY

OF

CLINICAL

EXPERIENCE

LARGE

VOLUME

OF

CLINICAL

EXPERIENCE

OPPORTUNITY

TO

EXERCISE

INDEPENDENT

JUDGlMENT

EXCELLENCE

OF

FELLOW

RESIDENTS

RELATIONSHIP

WITH

TEACHING

STAFF

CONTACT

WITH

HIGH

LEVEL

TEACHING

STAFF
GOOD

SCHEDULE

NIGHTS-ON-CALL

UNIVERSITY

CONNECTION

EXCELLENCE

OF

SUPERVISION

MOONLIGHTING

OPPORTUNITIES

POTENTIAL

FOR

EVENTUAL

PRACTICE

LOCATION

HOURS

OF

WORK

COORDINATION

OF

DEPARTMENTS

HIGH

QUALITY

SUPPORT

SERVICES

HIGHLY

ORGANIZED

EDUCATIONAL

PROGRAMS

j

HETEROGENEOUS

PATIENT

POPULATION

OPPORTUNITY

FOR

INDEPENDENT

RESEARCH

LOOSELY

ORGANIZED

EDUCATIONAL

PROGRAMS

[HOMOGENEOUS

PATIENT

POPULATION

LIVING

FACILITIES

SALARY

INTERNS 30 54 n 52 44 r49 41 34 24 35 34 18 29 20 14 15 10 24 17 6 11 10 3 2

FIRST-YEAR RESIDENTS 39 66 62 60 56 49 50 44 40 31 46 38 22 33 26 28 21 21 19 11 6 8 1

MEDICAL SPECIALTIES 6 13 13 13 13 6 13 13 8 4 13 8 6 4 6 4 3 2 3 3 0 5 0

SURGICAL SPECIALTIES 23 33 31 31 30 25 23 18 18 19 21 20 7 15 9 13 13 11 9 3 3 0 1

OTHER SPECIALTIES 10 20 18 16 13 18 14 13 14 8 12 10 9 14 11 11 5 8 7 5 3 3 0

FINAL-YEAR RESIDENTS 43 77 75 71 68 66 51 55 46 49 47 33 41 30 24 28 23 17 23 11 11 0 6

MEDICAL SPECIALTIES 10 16 16 14 16 12 13 13 11 11 9 5 10 8 8 6 5 3 2 1 1 0 0

SURGICAL SPECIALTIES 22 36 34 35 31 34 21 25 18 21 21 21 18 14 11 13 9 4 13 10 9 0 0

OTHER SPECIALTIES 11 25 25 22 21 20 17 17 17 17 17 7 13 8 5 9 9 10 8 0 1 0 6

FAMILY PRACTICE RESIDENTS 8 8 8 6 7 7 7 4 6 4 5 8 6 4 7 6 1 3 1 1 1 8 2

TOTAL L20 205 197181 180 163 142127 127 11! 116 108 89 81 72 72 59 58 49 34 28 19 11

as a weakness. Lack of coordination

between departments ranked second

with 47.8 percent of the interns and

residents considering it as a weakness.

Another factor which might be consid-

ered to be significant as a weakness was
low quality support services. It is inter-

esting to note, however, that a fairly

large number of interns and residents

rated high quality support services

and coordination of departments as

strengths. These variations in response

may possibly reflect differences be-

tween hospitals or residency programs.
A complaint, not offered the inter-

viewee, that was fairly frequently vol-

unteered as a weakness, was lack of

equipment. This was particularly true

of trainees at one of the major hospitals

surveyed.

The type of impression the medical
schools gave the medical students re-

garding the primary care fields of

family practice, pediatrics and internal

medicine seemed particularly important

because of Louisiana’s needs in these

specialty areas as outlined in our first

article. It was found that most of the

senior medical students interviewed felt

that a favorable impression was given

of all three specialties. The results were
approximately the same for each spe-

cialty and averaged 59 percent favor-

able, 25 percent unfavorable and 16

percent no influence. These findings

are even more interesting when the

same survey reveals that only 25

(10.3%) of medical students were in-

terested in family practice and 50

(20.6%) in all areas of internal medi-
cine, not just primary care. Twenty
(80%) of the 25 potential family prac-

tice residents are leaving the state for

training.

Discussion and Summary
We realize that opinions given are

not always the true reasons for actions

taken, and that the difficulties encoun-
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tered in obtaining “valid” samples of

the varied groups surveyed should lead

to great caution in interpreting the

results of these studies. However, the

realization that nearly 40 percent of

graduates of LSU Medical School (who

are almost all residents of the state)

leave Louisiana for practice, and that

almost 50 percent of these leave for

their intern and resident training, in-

creases the importance of such infor-

mation.

The studies reported here suggest

that a program to encourage students

to stay for training should be based

on developing and supporting activities

that enhance the quality and reputation

of the programs, the directors, the staff

and the institution. Emphasis can be

given to such attributes offered as a

large variety and volume of clinical

experience, the opportunity for inde-

pendent but adequately supervised

medical decisions and the excellence of

fellow residents. Raising salaries and

aiding job placement for the spouses of

trainees would seem to answer the de-

sires of many who leave and correct the

weakness described most often by those

who stay. Such action may not need
to be applied generally since the group
that stayed seemed large enough in some
disciplines in spite of low salaries. How-
ever, such action for the primary care

area may deserve consideration.

Since approximately 80 percent of

Louisiana intern and resident positions

are related to programs associated with

Louisiana’s Charity Hospitals, when the

potential for major changes in the na-

tion’s health care delivery systems seems
high, plans for maintaining, coordinat-

ing and improving our graduate (intern

and resident) training programs need
development. The needs in the area of

primary care demand immediate atten-

tion, especially since our residency pro-

grams in the past have not emphasized

continuing and/or ambulatory care out-

side of the hospital environment.

Conclusion

Based on the information available

in its preliminary studies the Committee

for Statewide Planning for Physician

Manpower and Residency Programs is

considering study of the following:

1. Methods of coordinating policies

concerning certain benefits such as pay,

housing, board, hospitalization, sick

leave, vacation, etc., among institutions

involved in physician graduate training

in Louisiana.

2. Present residency programs in

each discipline to determine specific

problems and needs to be considered in

upgrading their quality and attractive-

ness (especially in area of primary

care )

.

3. Development of guidelines for

agreements between educational and

patient care institutions that will en-

hance the activities of each and allow

for coordination of activities of larger

numbers of institutions.

4. Development of methods to con-

tinue statewide planning for physician

graduate programs. This could include

defining methods of funding improved

programs.

5. Actions needed to understand

and improve Louisiana problems in the

area of primary care.
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Impedance Audiometry: Clinical Application in the

Pediatric Practice

• Impedance audiometry is a useful measurement of hearing prob-

lems in children. Since a voluntary response is not necessary, it is

the most objective hearing test available. A probe is placed in

the ear to be tested and a headset on the other ear. A probe tone

can then be directed into the tympanic membrane and reflected

back into a microphone and on into the impedance bridge. The

mobility of the middle ear can be measured by introducing positive

and negative pressures into the external ear. The plot of the resulting

curve when correlated with stapedial reflex thresholds is a tym-

panogram. It can be compared with curves for normal ears, sen-

sorineural deafness, or middle ear problems.

CLIFTON O. ISTRE, JR., PhD
TERRY D. KING, MD

New Orleans

THE physician is the first person con-

sulted by concerned parents when

their child’s language and speech develop-

ment seems delayed. Slow maturation in

communicative skills may be the result

of several factors including middle ear

disease and permanent sensorineural deaf-

ness. It becomes the physician’s respon-

sibility to find the cause of the delayed

language development and to counsel the

parents on a proper course of action.

In the past conventional pure tone au-

diometry, administered with an audi-

ometer and earphones, has been used to

test children’s hearing. When a pure tone

is heard, the youngster being tested is

expected to respond by raising his hand
or pressing a switch. Unfortunately, many
children cannot or will not cooperate in

this manner. It then becomes a major task

to determine whether the lack of coopera-

tion isi due to timidity, stubbornness, a

central nervous system problem, or a true

hearing disorder. Often conventional pure

tone audiometry with children becomes a

subjective test with results directly re-

From the Department of Pediatrics, Alton

Ochsner Medical Foundation and Ochsner Clinic,

New Orleans.

Reprint requests to Dr. Istre, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

lated to the skill of the examiner. Results

can be obtained if the child is seen over

a period of time for conditioning audiom-

etry, but testing is time-consuming and

expensive.

Impedance audiometry makes voluntary

response from the patients unnecessary.

The involuntary and objective nature of

this technique makes it especially appli-

cable to the pediatric population.

Tympanometry
Tympanometry is one aspect of imped-

ance audiometry. It can be used to mea-

sure the mobility of the middle ear sys-

tem. It does so by directing a probe tone

toward the tympanic membrane of the

ear in question ( Fig 1 ) . The probe tone,

either 220 Hertz or 660 Hertz, is reflected

back into a microphone and on into the

impedance bridge (Fig 2). By this meth-

od, the examiner is able to monitor the

mobility of the middle ear structures (ear-

drum and oscillar chain) as positive and

negative pressures are introduced into the

external auditory meatus. Various con-

figurations are observable as the pressure

is varied from +200 to — 200 mm of

water pressure (Fig 3). Each configura-

tion represents a tympanogram of the

middle ear system. A normal ear or an

ear with a sensorineural deafness is often
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represented by a type A tympanogram. 1
- 2

A child with beginning middle ear effu-

sion or related problems which cause re-

traction of the eardrum will usually show

a type C tympanogram. Long-standing ear

disease or problems associated with the

collection of adhesive material in the mid-

dle ear will favor a type B tympanogram.

Fig 1. Probe tone in right ear and ear phone

on left for impedance audiometry of tympanic

membrane or stapedial reflex.

Children with oscillar disarticulation4 and

sometimes highly mobile eardrums will

display a type Ad pattern. These patterns

are by no means absolute, but they are

reliable indicators which the physician

should consider in arriving at a diagnosis.

Stapedial Reflex Threshold

A second measurement which can be

done by impedance audiometry is the

stapedial acoustic reflex threshold. The
earphone is placed on one ear and the

reflex response is measured from the other.

This is possible because stapedial reflex

innervation is bilateral. Since it has been

established that the stapedial muscle con-

tracts at hearing levels of 80-90 dB in

normal children and adults, stapedial re-

flex can be used to determine the absence

or presence of a major hearing loss. For

instance, a child with a type B tympano-

gram can be expected to have no observ-

able stapedial reflex at maximum audiom-

etry output (110 dB to 120 dB). This oc-

curs because the same middle ear dysfunc-

tion which reduces the mobility of the os-

IMPEDANCE SYSTEM FOR MEASUREMENT
Fig 2. Schematic drawing of method of tympanometry. Probe in right ear shows probe tone

input, microphone and tube for regulating ear pressure.
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TYPE A TYPE C TYPE B TYPE Ad

Types of Tympanograms

Type A Normal ear

Type C Negative pressure

Type B Mucoid middle ear effusion

Type Ad Flaccid drum or disarticulation

Fig 3. Classical patterns in tympanometry

from +200 to — 200 mm water.

cillar chain inhibits stapedial muscle con-

traction when the stimulus tone is pre-

sented to the opposite ear.

A second example of the value of sta-

pedial reflex measurement would be a non-

speaking child with no otoscopically ob-

servable ear dysfunction. If the tympano-

gram is normal, then the stapedial reflex

response should be observable at approxi-

mately 85-90 dB for the speech frequen-

cies. This enables the clinician to rule out

a major hearing loss and direct his atten-

tion toward retardation or other neurolog-

ical dysfunction.

A third application is the child who has

a severe nerve deafness, either congenital

or acquired. In this instance, a normal

tympanogram with no recordable reflexes

for the speech frequencies is sufficient

cause for referral to a local speech and

for normal and abnormal ears as pressure is varied

hearing center and/or preschool deaf pro-

gram.

Far too often in the past, preschool chil-

dren have had periodic sound field testing

for months and years until an accurate

audiogram could be obtained for diagnosis

of hearing loss. This results in a loss of

valuable time, important for language

stimulation. It is now possible by imped-

ance audiometry to quickly assess a child’s

auditory system and thus permit early re-

ferral for remedial treatment.
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The Pathologist and the Computer

• The utilization of remote data entry and retrieval, on a hospital-

wide system, is now very near to being a reality.

A LEXANDER 1 has pointed out that a

pathologist in making a diagnosis

performs certain fundamental tasks. First

he abstracts and mentally integrates fea-

tures of tissue structure. Then he relates

these patterns to information drawn from
memory and other records. Finally, he

communicates a description. Although a

limited amount of success has been

achieved in the fields of cytology23 and
chromosome analysis

,

4 6 automatic pattern

recognition is still far from being readily

available for general usage. A brief re-

view of the field will show that pattern

recognition, the first of the above listed

tasks of a pathologist, is an extremely

complex and largely unanalyzed cerebral

activity.

The process of describing and making
inferences from the patterns which we
recognize, although open to logical analy-

sis, is also a complex subject .

1 It has been

noted that the simpler and more obvious

the pattern, the fewer the number of words
to describe it. On the other hand, when
the pattern is not clear, the description is

more analytical and forms the basis for

an assessment of probabilities. This is

comparable to clinical diagnosis and, at

least in principle, is open to the techniques

of propositional calculus
,

7 numerical tax-

onomy, and multivariate analysis 8 which
are being used experimentally in that field.

Although the direct application of the

computer to the diagnostic process in

pathology has yet to be properly explored,

the technical and conceptual difficulties

From the Department of Pathology, Louisiana

State University Medical Center, School of Medi-
cine in Shreveport, P. 0. Box 3932, Shreveport,

Louisiana 71130.
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RICHARD C. KAMM, MD, PhD
Shreveport

are so great that progress in this area is

extremely slow. A more practical ap-

proach appears to lie in the field of large

scale data collection and analysis.

The selection of data to be collected and

analyzed should be the primary and para-

mount concern of the pathologists and

should be based on the kinds of analyses

that may be expected. The data must be

accurate, capable of retrieval, and in a

useful format upon retrieval .
9 In review-

ing the problem of information storage

and retrieval, the pathologist has an ad-

vantage over the clinician because the ter-

minology which he uses is more precise

and more formalized. The problem is one

of transforming and systematizing a ver-

bal terminology into a form which can be

more readily manipulated by the computer.

It is the coding process which requires

special attention. Coding begins with a

definition of what the retrieval process

is expected to accomplish. Primarily, a

system should be able to identify any rec-

ord that lists a particular diagnosis and
enumerate the anatomical site involved, as

well as the pathological process indepen-

dently and on hierarchical levels from gen-

erality to specificity .

10

The key factor is the dictionary which
fixes the hierarchical classification of the

process and anatomic site. The responsi-

bility for this classification is not yet

fixed. Alexander1 states that it is perhaps

better for pathology organizations to su-

pervise the classification of such terms
than it is for them to devise numerical

codes which function as substitutes for

such terms. The former allows the pathol-

ogist to work with words and to utilize

the computer for the process of coding,

leaving that process to the skills of the
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computer scientist. The latter assigns the

pathologist the unending chore of coding

by hand and the needless task of translat-

ing words into codes.

A number of systems have been devised

which successfully employ the plain lan-

guage of pathology terminology as their

input. There are simple methods for cod-

ing by hand, 11 more complex methods for

coding by machine9 ’
12-14 and methods that

both code and retrieve by machine

alone. 12 18 These methods do not, however,

entirely solve the problem for the pathol-

ogist. They permit the capture of data in

computer readable form as a by-product

of the original source document. In most

of these systems, coding into a numerical

form is done by the computer program

itself; in this way, it removes the burden

of manual coding from the pathologists.

There is, however, still a decided degree

of difficulty in the translation of the En-

glish words of the typical pathology re-

port into the coded signals of the various

systems. It appears that the ultimate

mark of success for any system will de-

pend upon the ease with which this trans-

lation can be performed.

It is questionable whether a retrieval

system which merely supplies a listing of

cases or of diagnoses justifies the time

and expense involved in data automation.

A manual file can produce such data. If

the data are placed on punch cards, group-

ing of cases by age, sex, or other demo-
graphic entities can be achieved by a sort-

lister without resorting to a computer. 9

The prerequisite for using a computer
should be the need for a system more com-
plex than that achieved by a manual or

simple mechanical system.

The maintenance of quality control will

undoubtedly be an important criterion for

the reimbursement by third parties. 9 Some
of the criteria of quality control have al-

ready been established by the Center for

Disease Control in Atlanta, Georgia, for

clinical licensure in Interstate Commerce19

and as the result of the New York State

Public Health Act (Article 5, Title V) . An
automated system can report the number

of false negative and false positive reports

as well as the number of repeat examina-

tions requested. It can also provide a

daily output and quality control of in-

dividual technicians, the number of in-

adequate specimens, and the identification

of the clinician or clinic responsible for

these.20
’
21

While computers hold allure because of

their enormous computational power, it

should not be presumed that their use for

storage of pathological diagnoses is either

simple or easy. The method is complex,

time-consuming, and expensive. Neverthe-

less, the storage capacity of the method

is virtually unlimited; the variety of op-

tions for retrieval is almost unlimited, and

the speed of the searching is unexcelled.

Moreover, the input requirements of avail-

able systems are such that hospitals with-

out computers will be able to do the ini-

tial processing of the data and then for-

ward these to installations which do have

the computational power, thus enabling

small hospitals to have access to large

amounts of data covering a broad terri-

tory. It is here that the utilization of the

computer is most likely to find its most

useful service.

With each passing day, hospitals are

adding more and more computerization of

data processing and the pathology labora-

tory will find itself an integral part of

this process. The utilization of remote

data entry and retrieval, on a hospital-

wide system, is now very near to being a

reality. The hospital-based pathologist

should therefore explore all the possibili-

ties of computerized methods for the an-

atomic as well as the clinical laboratory

and should become one of the chief plan-

ners in his institution in the areas of com-

puters and remote data collection, analy-

sis, and retrieval. It is also paramount
that the pathology organizations begin to
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establish a concise and specific classifica-

tion of terms used and for the computer

scientists to begin developing a lexicon of

these terms using linguistic techniques

which they may know better than the

pathologist.

c=nc=>

Across the
street,

but
worlds away.

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We’ve catered

to our distinguished guests

“from across the street” for a

good many years now. . . and
we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.
For reservations, call 524-0581

The Pontchartrain
Hotel

“Where dining in the Caribbean Room
is only one of your pleasures”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG, President

PETER R. SHEPHERD, Genera! Manager

May, 1975—Vol. 127, No. 5

n Member, Preferred Hotels Association.



Louisiana State Medical Society

Professional Liability

Insurance Program

It's Your Program

By participating in the LSMS professional liability insurance program,

you are doing more than simply buying high quality insurance at a fair

price. You are participating in a physician managed effort to control

present and future professional liability problems.

Officially Endorsed

The Hartford professional liability insurance program is the only pro-

fessional liability insurance plan officially endorsed and sponsored by
the LSMS.

Administered by

JOHNSON & HIGGINS OF LOUISIANA, INC.

LSMS PROFESSIONAL LIABILITY INSURANCE DEPARTMENT
JOHNSON & HIGGINS OF LOUISIANA, INC.
One Shell Square

New Orleans, Louisiana 70139

(504) 581-5581

Please Send Me Additional Information on the LSMS Professional Liability Insurance Program.

My Present Professional Liability Policy Expires ; 19

NAME

ADDRESS

CITY

STATE

TELEPHONE

ZIP

1 1 1 1 1 1 1 1 1 1 1 ii 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 mi



t^adiofoffy. f^acu^e

Carcinoma of Lung: The Case

CANCER of the lungs occurs so fre-

quently that all physicians in Louisi-

ana are familiar with it. The overall re-

sults of treatment, whether by surgery,

radiotherapy, or chemotherapy, are rela-

tively poor. The outlook is never without

hope, however, and each patient deserves

an appropriate trial of therapy .
1 On the

basis of facts or tests that are presently

available, physicians cannot determine

which patients will respond successfully

and live for a lengthy span of years .
2 The

patient reported here is a case in point.

Case Report

A 45-year-old man gave a history of smoking
two packs of cigarettes daily for over 25 years.

In the winter of 1968, he developed some left

chest pain and dysphagia. A chest roentgeno-

gram in February of 1968 showed some promi-

nence of the left hilum. He continued working.

Symptoms increased and he received antibiotics

for “flu-like” illness. Repeat roentgenogram in-

dicated the hilar mass was increasing.

On October 10, 1968, he was admitted to Ochs-

ner Hospital. Chest roentgenograms showed a

prominent left hilar mass (Figs la and b). Bron-
choscopy was negative and bronchial biopsy re-

vealed no neoplasm. Left scalene node biopsy

was normal. Left thoracotomy on October 16,

1968 showed a non-resectable bronchogenic car-

cinoma, arising in the medial portion of upper
lobe and spreading to matted lymph nodes about
the pulmonary artery and undersurface of aortic

arch, and invading the region of the pulmonary
artery and vein. A mediastinal node was removed
and showed undifferentiated bronchogenic carci-

noma. No resection was feasible.

Postoperative radiation was undertaken, with

telecobalt therapy. Twenty treatments provided

a dose of 5000 R to an 8 x 10 cm 360° rota-

From the Departments of Radiology and Radia-

tion Therapy, Alton Ochsner Medical Foundation
and Ochsner Clinic, New Orleans.

Reprint requests to Department of Medical

Communications, Alton Ochsner Medical Foun-
dation, 1514 Jefferson Highway, New Orleans,

Louisiana 70121.

for Therapy

SEYMOUR FISKE OCHSNER, MD
New Orleans

Figs la and lb. PA and lateral roentgeno-

grams of chest showing a 5 cm hilar mass with

infiltrative borders, at time of initial diagnosis.

tional port, between October 30 and December
10, 1968. He tolerated treatment well except for

rather severe esophagitis which cleared promptly

after completion of therapy.

In the six years since his therapy was com-
pleted, he has been seen intermittently, and has

\\
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remained in good health. Roentgenograms show

mild changes of post-radiation fibrosis (Fig 2).

When seen on November 27, 1974, he was de-

scribed as having no shortness of breath, no pain,

and no constitutional symptoms.

Conclusion

Bronchogenic carcinoma should be

treated aggressively as long as it is local-

ized to the thorax. Even if non-resectable

on surgical exploration, high dose irradia-

tion is justified. This patient is alive and

well, six years after treatment.

References
1. Bloedorn FG : Lung, in Fletcher’s Textbook of Radio-

therapy. Ed 2, Lea & Febiger, Philadelphia, 1973, pp.

583-605

2. Deeley TJ : The treatment of carcinoma of the

bronchus, Br J Radiol 40:801-822, 1967

Fig 2. PA roentgenogram, in 1974, shows

status at six-year follow-up visit.
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Rhythmic Allotropism
JORGE I. MARTINEZ-LOPEZ, MD

New Orleans

A 19-year-old black primigravida at term was admitted to the obstetrical unit with

a diagnosis of “cardiomyopathy.”

On admission, she was in cardiac failure. Nasal oxygen and diuretics were admin-

istered. A total of 1.5 mgm of Digoxin was given intravenously over a period of a few

hours.

The tracing shown below (Fig 1) was recorded after the above mentioned measures

were instituted.

What is your diagnosis?

Elucidation is on page 181.

From the Cardiology Section, Department of Medicine, LSU Medical Center, and the Cardiology

Department, Charity Hospital of Louisiana, New Orleans.
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dical Grand Rounds
from

Touro Infirmary

Hypercalcemia

Dr. Robert Baxter: (a) The patient to-

day is a 24-year-old medical student

(Ron) who was admitted to Touro In-

firmary ten days after the onset of a

bout of nausea and vomiting for which
he had been seen by the student health

service. He appeared at first to have
an upper respiratory infection; but sev-

eral days later reported heartburn (for

the first time in his life), and then began
to vomit with subsequent anorexia. The
examining physician found only mild

epigastric tenderness
; so Ron was treat-

ed symptomatically. Three days later,

a second physician ordered some blood

tests. These studies showed increased

serum calcium level (15.6 mgm %);

Edited by SYDNEY JACOBS, MD
New Orleans

the phosphorus was 3 mgm percent.

The urinary calcium excretion in 24

hours was 575 milligrams (normal 50 to

400). An upper GI series was done:

gastroesophageal reflux was found

without evidence of hiatus hernia or of

peptic ulcerations.

At the time of admission to Touro,

he had stopped vomiting and was toler-

ating a bland diet—although he still

experienced nausea. He had previously

been healthy without the suggestion of

a renal stone, and he knows of no family

member with renal stones, thyroid or

parathyroid disorders. He drinks spar-

ingly and does not smoke. He cannot

recall overdosing with vitamin D or in-

gesting large amounts of milk and alkali

i\

a

(a) Intern, Touro Infirmary.
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even when experiencing “indigestion”.

Whereas previously there had been no

symptoms suggesting a systemic disease,

now he feels weak and tired, has noc-

turia and xerostomia and reports a

recent six pounds weight loss.

On physical examination, I found him

to be a well nourished, well developed

white man, of average height. His

weight was 142 pounds. Blood pressure

was 120/85. There was a regular pulse

of 72. He was afebrile. I noted the sug-

gestion of fullness at the right lower

pole of the thyroid gland. His white

blood count was 11,000 with a normal

distribution of cells; the hematocrit was
49.9 and hemoglobin 17.1 grams. Nor-

mal values were obtained for a large

number of blood chemical studies; but

the chloride was 102, phosphorus was
2.2, the calcium 17.9 mgm percent, total

protein 8.1 grams (5.3 g albumin) and
serum protein electrophoretic pattern

normal. By bone spectrophotography,

there was determined to be a less-than-

normal bone mineral content for his age.

Slit-lamp examination showed no band
keratopathy. A thyroid scintophoto

with technetium portrayed decreased
concentration of uptake of the radio-

active materials at the right lower pole

of the gland; the T3 and the T4 values

were respectively (in micrograms per-

cent) 23.1 and 8.3. A selenium methio-
nine parathyroid scan showed no abnor-
mal uptake nor was there x-ray evi-

dence of abnormal bone density or of

metastatic tumor. The electrocardio-

gram had a short Q-T interval. He was
scheduled for parathyroidectomy.

Dr. Hiltrud Faust: (b) The patient pre-

sented with vague complaints of nausea,
vomiting and epigastric discomfort. His
negative history, physical examination
and age suggested primary hyperpara-
thyroidism as the cause of his hypercal-
cemia

; but the diagnosis had to be made

(b> First year medicine resident, Touro Infir-
mary.

finally by excluding other causes of

hypercalcemia.

Hypercalcemia is frequently associ-

ated with malignancies, either due to

metastasis to bone or to ectopic produc-

tion of parathyroid hormone-like sub-

stances by a carcinoma. It may indicate

multiple myeloma
;

however, Ron is

younger than most patients with multi-

ple myeloma and he had a normal serum
protein electrophoresis. A bone marrow
aspiration was therefore not necessary.

Metastatic bone survey and bone scan

were negative, and general work-up
failed to show any evidence of malig-

nant disease.

Sarcoidosis had to be considered. It

causes increased calcium absorption

from the GI tract. Because the chest

x-ray was negative and liver function

tests were normal, a liver biopsy was
not done.

In some hormonal disturbances (thy-

rotoxicosis, acute adrenal insufficiency),

after long-term administration of milk

or calcium in combination (milk-alkali

or Burnett’s syndrome), hypercalcemia
may occur. Ron had nothing to suggest

these. Some other causes of hypercal-

cemia I mention for completeness:

vitamin D intoxication, immobilization

especially in patients with Paget’s dis-

ease) nephrolithiasis-—due to abnormal
renal metabolism and idiopathic hyper-
calcemia of infancy.

Tests have been developed to distin-

guish the hypercalcemia of hyperpara-
thyroidism. One such test involves the

administration of cortisone over a period

of 10 days—whereby the serum calcium

is lowered if there is not hyperparathy-

roidism. Another test is the determina-

tion of the phosphate clearance because
the resorption of phosphate is decreased

when there is hyperparathyroidism.

Neither test was performed on our pa-

tient. A direct method to prove the

diagnosis of hyperparathyroidism is

radioimmune assay of parathyroid hor-
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mone, a test available only in a few

centers.

Miss M. Dumond: (c) On dietary anal-

ysis, I learned that Ron had a deficiency

of calcium. His average intake was no

more than 500 milligrams per day. I

don’t know that this brought about

hypercalcemia inasmuch as over a per-

iod of years the body probably equalizes

itself through intake. Ron was put on

a 850 milligram calcium diet in the hos-

pital, actually ingesting 200 milligrams

higher than his normal diet.

Dr. Sydney Jacobs: <d) So he was in-

creased to a low calcium diet.

Miss Dumond: Yes.

Dr. Jacobs: We neglected to get a

psycho-social history. Ron, is there any-

thing that you think ought to be entered

into the record ?

Ronald Harris: (e) When I was in the

hospital, I started to develop general-

ized pruritus, and when I was out for

four days, I started to get supraorbital

throbbing headaches.

Dr. Baxter: Ron tolerated parathy-

roidectomy well, but three days postop-

eratively he reported oro-facial and
acro-phalangeal paresthesias

;
and I

could elicit both Chvostek’s and Trous-

seau’s phenomena. His blood calcium

was only 7.6 mgm percent, but he asked
me not to administer calcium gluconate

or vitamin D. I didn’t, and his serum
calcium level at the time of hospital dis-

charge had spontaneously risen to 9.1

mgm percent.

Dr. Kathleen Rives :
(f)

I don’t think

I’ve ever had a patient who enjoyed his

disease so much. Actually, he profited

by it because he learned a lot. “No psy-

chiatric evaluation,” you said. That is

interesting since about 50 percent of

(c >Staff dietitian, Touro Infirmary.

Chief, Department of Medicine—Touro In-

firmary; Clinical professor of medicine—Tulane
University School of Medicine.

(e>Fourth year medical student.

< f )Associate professor of medicine, Tulane Uni-

versity School of Medicine.

patients with hypercalcemia have some
mental symptoms. I have been wanting

to talk to Ron and find out if he has

done better or worse in school or if a lot

of strange little symptoms have gone

away.

I generally do not order a diet other

than a regular one, because most high

calcium foods are also high in phos-

phate
;

conversely a low calcium diet

deprives the patient of phosphate which
has a calcium-lowering effect. Ron’s

differential diagnosis of hypercalcemia

is unusual in that his calcium was so

terribly high. He was plagued by the

nausea and vomiting of hypercalcemia.

At medical school, he was “on the

surgery block” when all of the symp-
toms started. When holding surgical

retractors for long periods of time, he

would get thirsty but couldn’t go and
get a drink of water. All sorts of prob-

lems developed, and the symptoms be-

came so troublesome that the parathyroid

adenoma was palpable. Usually a nod-

ule in the neck of a patient with hyper-

parathyroidism is not a parathyroid

adenoma but a benign thyroid nodule

or, less commonly, a thyroid carcinoma.

Many patients with parathyroid disease

have associated thyroid disease. It is

my impression that the higher the cal-

cium, the bigger the parathyroid ade-

noma. Calcium is said normally to be
9-11 mgm percent or 45-55 mEq/L, but

I regard any calcium determination of

5.3 mEq/L or greater as abnormal. One
must know the patient’s serum albumin
in order to evaluate the calcium level

because total serum calcium is mea-
sured, including calcium bound to albu-

min, calcium complexed to phosphates
and other substances, as well as ionized

calcium. Approximately 1 gram of

albumin binds 0.8 mg of calcium; there-

fore, if the albumin is low, you could

correct that up by one gram and add
0.8 mg to the calcium to see if it is truly

in the normal range.

The diagnosis of hyperparathyroidism
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is often one of exclusion as Dr. Faust

indicated in her differential diagnosis

of hypercalcemia. With hypercalcemia,

one at times must distinguish between

hyperparathyroidism and carcinoma

elsewhere producing a calcium-elevat-

ing substance. The cortisone suppres-

sion test may be helpful. Cortisone will

suppress the hypercalcemia in all but

two conditions : Hyperparathyroidism

and tumors; about 50 percent of which
suppress.

For localization of the adenoma, the

scan is worthless. Arteriography in

some hands is successful while selective

venous catheterization should be help-

ful. If the new assay method can differ-

entiate the parathyroid hormone of

parathyroid origin from that of extra-

parathyroidal sources, selective venous
catheterization would be helpful in

localizing tumors.

Ron, you are lucky this is 1974 and
not 1927. Have you read the story of

Captain Martell ?
x He was a fine,

sturdy, healthy young man who had
this disease for a long, long time. He
ruined his skeletal system (he lost seven
inches in height), wrecked his kidneys
and developed renal insufficiency. Dur-
ing this terrible period of his life, he
was subjected to seven operations in

search of the adenoma. All this time
he was in there reading the anatomy
books trying to help the surgeons look
on the right place. And he insisted him-
self on the splitting of the sternum and
surely enough, they found it in the medi-
astinum. It was a big one—3 by 3 cm.
Ron, you have a lot to thank him for.

Dr. Edward Krementz: (s) Ron was
admitted in a state of semi-crisis brought
on by dehydration. With proper hydra-
tion and hospital care, this straightened
out. A number of patients in recent
years have come to us through problems
in behavior discovered in psychiatry
clinics. We’ve had two young people

< s > Professor of surgery, Tulane University
School of Medicine.

with real behavior problems, whose
hypercalcemia was discovered by the

psychiatrists. Following identification

and removal of adenomas, the patients

exhibited personality changes and were
cured of their psychiatric problems. A
pediatrician’s wife had been lethargic

and ailing for more than two years be-

fore a high serum level of calcium was
detected during pregnancy. Following

removal of a very large parathyroid

adenoma, she became an alert and at-

tractive young woman. In our series of

100 cases seen at Charity Hospital, there

were only 2 instances wherein a para-

thyroid gland could be palpated pre-

operatively, but 25 of them had thyroid

disease and 18 patients had a total of

21 extra-parathyroid cancers. Ron, we
were pleased to note that even while

you were suffering from the effects of

hypercalcemia, you were able to write

good and interesting answers on your
surgery test paper.

Ronald Harris: I would like to an-

swer both Dr. Krementz’s and Dr. Rives’

questions. It was very hard for me to

concentrate during my surgery rotation.

Initially, I attributed my weakness and
lethargy to working 12 hours per day,

but even after a 10-hour slumber, I still

felt tired. At the present time, I believe

my strength has returned and I’ve

gained my original weight back.

It’s interesting that during the first

three months of school I had taken care

of a patient with sarcoid. When I had
the symptoms of hypercalcemia, I spec-

ulated dubiously the potential contagi-

ousness of the disease. Knowing the

only answer was surgery, I denied that

I had an adenoma even though I diag-

nosed it myself. The other surprising

fact was that I was on a low calcium

diet. I’m really surprised because when
I was a child I used to drink two quarts

of milk a day. This was one of four

etiologic factors Dr. Albright speculated

upon in 1948. The other causes were
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rickets, renal failure with phosphate

retention and pregnancy.

As far as diagnosing it, I’m fortunate

in the sense that my adenoma was pal-

pable. However, I was frustrated by

the fact that the diagnosis of hyperpara-

thyroidism was one of elimination and
not a definitive one. Undaunted, I’ve

researched the literature and would like

to refer you to an article in The National

Academy of Science, June, 1967. 2
I found

that before you get a phosphaturia you

get an elevated urinary cyclic adenosine

monophosphate (cAMP). This was test-

ed on rats in vitro and on a patient

who had a parathyroid adenoma sur-

gically extirpated. These researchers

gave this man some parathyroid hor-

mone extract postoperatively and found

an initial rise in urinary cAMP preced-

ing the phosphaturia which was the

initial event that Dr. Albright described

in 1948. There’s only one other hor-

mone that raises urinary cAMP—anti-

diuretic hormone. I read all of Dr. Krem-
entz’s articles, and I have a question

for him concerning the idea of using

toluidine blue in identifying the para-

thyroid glands preoperatively. They
were going to tag radioactive iodine to

this dye. What were the results of that

study?

Dr. Krementz: It was tried but it

never worked out. The dye never local-

ized enough in the parathyroid glands

to get resolution on the scanning ma-
chines. Also, most of the dye localized

in the gallbladder.

Ronald Harris: I just want to express

my thanks to everyone on the staff, Dr.

Bloch, Dr. Krementz and Dr. Rives.

Now I’ll remove my tie and undo my
collar so that you can see what a fine

job the surgeons did. There’s not very

much there.

Editor’s Note: Ron’s experience with

the recognition of hypercalcemia and
the demonstration surgically that it had
been caused by a parathyroid adenoma
(see Fig 1) taught him that hypercal-

cemia means hyperparathyroidism only

after many life-threatening disabilities

have been “ruled out”. Most non-para-

thyroid causes of hypercalcemia can be

Fig 1. Excised parathyroid adenoma.
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identified by a cortisone-suppression

test but occasionally the clinician must

resort to a more complicated means of

differentiation. Recently, Palmer, Nel-

son and Bacchus showed 3 that the ratio

of serum chloride to serum phosphate

is higher than 33 in hyperparathyroid-

ism and below 30 in other states of

hypercalcemia. On admission to the

hospital, Ron’s serum chloride was 102

mg/L and the phosphate was 2.2 mgm,
yielding a ratio of 46. Ron has done
well since parathyroidectomy was per-

formed. He has regained all his weight,

feels fine generally and has progressed

without difficulty in his studies. A year

following operation, in each 100 ml
serum, he had calcium 10.3 mg, phos-

phorus 3.2 mgm, and chloride 96 mgm.
The chloride phosphate ratio (96/3.2 =
30) was normal.
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2. Chase LR, Aurbach GD : Parathyroid function and
the renal excretion of 3'5' adenylic acid. Proc Nat Acad
Sci USA 58 :518-25, 1967

3. Palmer FJ, Nelson JC and Bacchus H: The chloride-
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Analysis of ECG
Diagnosis—Bidirectional Tachycardia.

The tracing shows a relatively regular

rhythm, at a rate of 165 per minute. The

R-R intervals vary between 0.32 and 0.36

second. One set of QRS complexes is pre-

dominantly positive in the limb leads,

while the other is negative. In the pre-

cordial leads, both sets basically show a

right bundle branch block pattern, last-

ing 0.12 second. No definite P waves are

noted.

The arrhythmia was successfully abol-

ished following the administration of sev-

eral boluses of intravenous diphenylhy-

dantoin sodium.

Discussion

BD is a rare cardiac arrhythmia. It

occurs in a setting of chronic severe heart

disease, and it is frequently associated

with a serious prognosis and a high mor-

tality.

In the majority of patients with the ar-

rhythmia, digitalis has been incriminated

as the offending agent. Exceptionally, it

has been reported in acute myocardial in-

farction.

Electrocardiographic recognition of BD
usually is not difficult. Ventricular rate

is rapid, in the range of 130 to 180 per

minute. Two different ventricular com-

plexes are recorded alternating rhythmi-

cally and as a rule, but not always, are of

opposite polarity. Both ventricular com-

plexes are prolonged in duration and of

aberrant configuration. Three variants

have been described: (a) type I—alter-

nating QRS complexes with equal diastolic

intervals; (b) type II—alternating QRS
complexes with alternation of diastolic in-

tervals, ie, alternation of longer and

shorter intervals; and (c) type III—the

QRS configurations and the diastolic in-

tervals vary irregularly. Type II is the

most common. P waves are usually absent.

It may well be that BD is only a descrip-

tive term applicable to a heterogenous

group of cardiac arrhythmias displaying

similar electrocardiographic configura-

tions. A number of mechanisms have been

proposed to explain BD, and some have

been confirmed by His bundle electro-

cardiography. In general, BD has been

attributed to: (a) a single supraventricu-

lar ectopic focus firing rapidly with alter-

nation of conduction down the right and

left bundle branches; (b) a single or two

separate ventricular foci, either with or

without circus movements; (c) two ec-

topic foci, one supraventricular and the

other ventricular in origin; and (d) a

persistent junctional rhythm with prema-

ture ventricular contractions in bigeminy.

In any given case, the surface electrocar-

diogram may not provide the necessary

data to determine which specific electro-

physiologic phenomenon is in operation.

There is no universally successful single

form of treatment. If digitalis is impli-

cated as the inciting agent, it must be

discontinued and measures to counteract

its effect should be instituted.

References
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By LEON M. LANGLEY, JR.

Concern Over Reports That People Are Eating Pet Food has led researchers to study

whether the practice may have harmful consequences to health. A research

group from the Connecticut Agricultural Experiment, New Haven, has found

that samples of canned cat and dog foods contained lead in toxic quantities.

The lead probably comes from organ meats used in the manufacture of the

foods, the report said.

American Hospital Association, meeting in Washington, D. C., voted to assess $4 per

hospital bed to implement the creation of a captive reinsurance company to

handle a national malpractice and general liability insurance program for hos-

pitals and a “positive legislative program” to seek remedies. Insurers have

advised AHA that at this time, private practitioners could not be included in

the program.

Health Spending in the U. S. Rose Above $100 Billion for the first time in fiscal

year 1974. The total of $104.2 billion was 10.6% higher than the $94.2 bil-

lion of fiscal year 1973. Public spending for health was $41.3 billion, a 15.3%
increase, and amounted to 39.6% of total expenditures. Private spending, up

7.7%, totaled $62.9 billion. Despite the increases, spending for health was the

same proportion of the gross national product—7.7%—as in fiscal year 1973.

Hospital care was the largest category of expenditure, $40.9 billion. Spending
for physicians’ services was $19 billion. Nursing home care expenditures totaled

$7.5 billion. Health spending during fiscal 1974 averaged $485 per person.

Medical Care Price Increases During January were greater than those of the econ-

omy in general, according to the government’s Consumer Price Index. The
medical care component of the index rose 1.3%, compared to a .5% rise in the

all-items component and a .8% rise in the all-services category. Within the

medical care component, semi-private hospital room charges rose 2.6%, operat-

ing room charges 2.0%, hospital services charges 2.0%, dentists’ fees 1.0%,
and physicians’ fees .9%. January was the third successive month in which the

percentage change in physicians’ fees has increased over the previous month.
But since August, 1971, physicians’ fees have risen 22.6%, while the all-items

category of the CPI has risen 27.7% and the all-services category 24.6%.

The Government Turned Down the AMA’s Plan to adopt a common national termi-

nology and coding system for medical services when the Social Security Admin-
istration issued final regulations that keep the status quo. Currently, a variety

of systems are employed in Medicare, Medicaid, and other federal programs.

With the ruling, initiative for any change in the system was left in the hands
of the carriers, subject to evaluation and approval by SSA in consultation with

the assistant secretary for health. The regulations spell out how any new ter-

minology and coding should apply to Social Security and what sort of justifi-

cation must be made by the carriers, including information on cost of conver-

sion, impact on health care costs, and compatibility with other systems. SSA
said many of the comments it received on earlier proposed regulations spoke in

favor of adoption of the AMA’s Current Procedural Terminology.
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Kenneth Kelley Gallery

Monumental Birds of America, a series of 435
exquisitely hand colored engravings depicting 1,065
life-size figures of North American birds in natural
settings. Double elephant format, 100% cotton
rag paper with Audubon watermark. First deluxe,
original-size facsimile edition of the Theatrum
Orbis Terrarum of Amsterdam. Complete set.

Royal Academy artist of marine paintings who ex-
hibited 1855-1863. He is listed in the Benezit. Oil
on canvas, 31 x 17i/

4 ". "A Cornish Harbour".
Signed and dated: Jas. E, Meadows, 1877.

Born in Spain, 1848, and worked in Rome and
Paris. He is listed in the Benezit and several other
references. Oil on canvas 30" x 34". "Country
Doctor” Star of David is indicated on his saddle.
Signed and dated: R. Ribera, 1879.
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3.5 Talented-

Reasonable competition for medical

school entry is desirable and under-

standable; however, the fierce compe-

tition and the high odds against obtain-

ing admission to a medical school are

cruel and destructive elements in our

medical education process. Each year

in Louisiana, some 500 well-qualified,

talented youths are informed in the last

semester of their senior year that they

were not accepted by a medical school.

Not a single legislator, public official,

or physician has escaped the anguished

plea for help from those who fail to

gain admission. Accepting the fact that

his college years have been spent work-

ing toward a profession which will

never materialize frequently produces a

personality disruption from which the

student suffers for the rest of his adult

years. His talents and high potential

will have been lost to a state which
ranks 46th in comparison with other

states in per capita income. The stu-

dent, the state and his hard working
parents have been “cheated” by a sys-

tem which needs updating.

One might assume that the students

who were not accepted were not “good
students,” but in a review of the list of

rejected applicants in any typical year,

one finds that over 50 percent of these

have academic averages which exceed

3.3 (4 point system). To further grasp

the nature of the fierce competitiveness

in our present system, consider this fact:

The entering credentials of enrolled

freshmen in the School of Medicine in

Shreveport in the years of 1973 and
1974 revealed that the CPA ranged
from 3.3 to 4.0. The mean CPA for

each year was 3.6.

Admission statistics further serve to

bring the problem into focus. In 1974,

40,506 applicants filed 328,225 applica-

tions (or 8.6 per student) to 114 medical

Unacceptable

schools. From these qualified 40,506

applicants, only 14,335 were accepted

into the freshman classes

!

The number of Louisiana students

applying to Louisiana State University

Medical School in New Orleans was
706. 2 Of these, 144 were accepted; 118

held Bachelor Degrees. The number of

Louisiana students applying to Shreve-

port was 476; 36 were accepted. 2 Tu-

lane, during this same year, accepted 51

Louisiana residents, 1 and 11 other stu-

dents were accepted in private schools

throughout the nation. 1 In round fig-

ures, one out of every three qualified

applicants was accepted. At the request

of the Louisiana Legislature in 1974,

Dr. Woodin, president of the LSU sys-

tem, appointed an Ad Hoc Committee
to furnish the Legislature complete doc-

umentation of the student admission

policies in health services. Further, they

were requested to furnish information,

procedures and results stemming from
these admission procedures. 2

The committee performed a credit-

able study, and after much diligent

work published a status report for the

Legislature. The report pointed out cer-

tain salient features: All schools are

increasing enrollments as rapidly as

physical facilities and budgets permit;

and as more facilities and funds become
available, realistic goals for maximum
student enrollment will have to be estab-

lished.

This Ad Hoc Committee, formed be-

cause of the Legislature’s justifiable

concern of the number of qualified ap-

plicants who could not be placed, would
be the logical committee to establish

a health service vocational guidance
program: A program which would en-

compass premedical student guidance,

a program of early acceptance to medi-

cal schools, hopefully with the latest
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target date for acceptance being early

enough for these talented students to

consider other courses of study in the

health field, or to transfer to another

profession. If accepted, say at the end

of their sophomore year, the Admission

Committee of the medical school could

prescribe conditions, academic achieve-

ments, etc., under which these preac-

ceptances would remain valid.

It is not the intent of this editorial

to in any way offend or detract from the

tremendous job performed by the ac-

ceptance committees of our medical

schools, but rather to stimulate thought

toward changing a system which wastes

valuable youths and their potentials.

Our educational leaders need to ob-

serve objectively an archaic system.

Our Legislature needs to adequately

fund the schools for needed expansion.

Together they need to establish, at the

premedical level, a system of early

medical school selection, and finally, to

establish a vocational guidance system
in high schools and colleges to prevent

loss of talent, not only in the medical

field, but in other fields of technology in

which our state is lacking.

Unfortunately the educational prob-

lems in medicine, though somewhat dif-

ferent than in other fields of endeavor,

nevertheless are rooted in, and nour-

ished by, the same system. In fields other

than medicine, Louisiana colleges gradu-

ate thousands of hard working students

annually, who, not until the last semester

of their senior year, learn that interview-

ing employers are not searching for in-

dividuals who majored in their field of

study. For all practical purposes, their

degrees are worthless for earning a living.

Our educators need to guide us into,

and our Legislature needs to adequately

fund, a system of high school and college

vocational guidance. Louisiana can no

longer afford this loss of talent in medi-

cine, in engineering, or in other fields

of technology.

1. JAMA, 74th annual report on medical education in

US. 1973-74, suppl vol 231, 1975

2. Admissions into health science education at LSU
Medical Center, report, 1974
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MINUTES
EXECUTIVE COMMITTEE

LOUISIANA STATE MEDICAL SOCIETY

New Orleans, Louisiana

April 3, 1975

President H. H. Hardy, Jr., MD called the

meeting to order at 9:00 a.m. on the above date

in the Conference Room of the LSMS domicile.

Dr. Hardy then offered the invocation.

Roll Call

H. H. Hardy, Jr., MD, President; F. Michael

Smith, Jr., MD, President-Elect; Thomas Y. Glad-

ney, MD, First Vice-President; Arthur G. Klein-

schmidt, Jr., MD, Second Vice-President; James

H. Stewart, MD, Immediate Past President; M. E.

St. Martin, MD, Chairman, House of Delegates;

Eugene F. Worthen, MD, Vice-Chairman, House

of Delegates; H. Ashton Thomas, MD, Secretary-

Treasurer; Lawrence D. Kavanagh, MD, First

District Councilor; John Tanner, MD, Second

District Councilor; James W. Vildibill, Jr., MD,
Third District Councilor; Sam L. Gill, MD, Fourth

District Councilor; Stanley R. Mintz, MD, Fifth

District Councilor; Robert L. diBenedetto, MD,
Sixth District Councilor; Conway S. Magee, MD,
Seventh District Councilor; T. E. Banks, MD,
Eighth District Councilor.

Absent

Stephen E. Carter, MD, Third Vice-President;

C. Grenes Cole, MD, Secretary-Treasurer Emeri-
tus.

Others Present

Ralph H. Riggs, MD, AMA Delegate; Gordon
W. Peek, MD, AMA Delegate; Frank J. Jones,

MD, AMA Alternate Delegate; Eugene C. St.

Martin, MD, AMA Alternate Delegate
;
Frank A.

Riddick, Jr., MD, AMA Alternate Delegate
; J. A.

Sabatier, MD, Past President; Terence Beven,
MD, Chairman, Council on Legislation; Page
Acree, MD, Chairman, Committee on Areawide
Planning; William P. Bradburn, III, MD, Chair-

man, Committee on Insurance; Paul L. Marks,
MD, President, Louisiana Eye, Ear, Nose and
Throat Society; Raoul Rodriguez, MD, President,

Jefferson Parish Medical Society; Albert C. Rees,

MD, President, Lafayette Parish Medical Society;

Mrs. Ralph J. McDonough, President, Woman’s
Auxiliary; Mrs. William Cloyd, President-Elect,

Woman’s Auxiliary; Henry B. Alsobrook, Jr.,

Legal Counsel; Michael G. Crow, Legislative Con-

sultant; J. Paul Perret, Associate Secretary-

Treasurer; Leon M. Langley, Jr., Director, Di-

vision of Socio-Economics; Dorothy Maher, Secre-

tary, Councils on Education, Health and Miscel-

laneous Business; Karen Kehoe, Secretary, Ex-

ecutive Committee.

Confirmation of Mail Vote

Motion was made, seconded and carried to con-

firm the following:

a. Approval of Minutes of Executive Com-
mittee and ERF meeting of 10/24/74.

b. Disapproval of Acupuncture Research Pro-

gram by Dr. Durel.

c. Approval of ERF expenditure for paint-

ing and repairing exterior of LSMS-ERF build-

ing.

d. Approval of participation in MEDIX Pro-

gram.

e. Approval of Budget and Finance Commit-

tee recommendation re Pension Plan.

f. Approval of Budget and Finance Commit-
tee Report of 2/5/75.

g. Approval of Minutes of Special Executive

Committee meeting of 12/28/74.

h. Approval of Actions of Ad Hoc Commit-
tee to Study Ethical Peer Review Mechanisms
in re Utilization Review Procedures.

i. Approval of Active, Dues-Exempt, Intern/

Resident and Student membership.

Reports of Officers

President—Since this would be his last Execu-

tive Committee meeting as president, Dr. Hardy
wished to reflect on his activities of the past

year. He touched on several subjects, including

the increase in LAMPAC membership, commit-
tee appointments and increased committee activi-

ties as reflected in reports for the handbook. Dr.

Hardy expressed his appreciation for being al-

lowed to serve the medical profession in the

capacity as president of the Louisiana State Medi-

cal Society. At the> close of the president’s re-

port, Dr. Hardy received a standing ovation from

the Executive Committee.

Special Order

Since Dr. Page Acree, Chairman of the Com-

mittee on Areawide Planning, was due in Baton
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Rouge, his committee report was presented at

this time. There was much discussion of the

recommendations of the Committee on Areawide

Planning referable to P.L. 93-641. Recommen-

dation No. 1, that the LSMS offer advice to

Dr. William Stewart on the designation of health

service areas under P.L. 93-641, was approved.

Recommendation No. 2, that the LSMS Execu-

tive Committee authorize comment on P.L. 93-

641, since the deadline for comments is May 3,

1975 and is prior to the Annual Meeting of the

LSMS, was tabled. There was much discussion

of recommendation No. 3 since it referred to

PSRO areas. Some members of the Executive

Committee felt that this was in conflict with

the official policy of the LSMS. A suggestion

was made to delete the section of the recom-

mendation which referred to PSRO areas. A
motion was then made to amend recommenda-

tion No. 3 to read as follows: “That the LSMS
Executive Committee recommend that the desig-

nations of health service areas in Louisiana pro-

vide, that in this designation, sub-area councils

will be allowed to exist.” The amended recom-

mendation was approved. Originally recommen-

dation No. 4 stated that the LSMS Executive

Committee appoint a sub-committee to act only

in an advisory capacity to Dr. Stewart in the

area of drafting certificate of need legislation

for Louisiana, which is mandated by P.L. 93-641.

This recommendation was amended to add that

any advice of the sub-committee be submitted to

the Executive Committee for approval before its

presentation to Commissioner Stewart. It was
additionally amended to state that any advice

rendered was in no way an endorsement of P.L.

93-641 by the LSMS. Recommendation No. 4

was approved as amended. Recommendation No.

5, that the LSMS Executive Committee include

on the agenda for the LSMS House of Delegates

meeting the AMA resume on P.L. 93-641, and
additionally that a copy of this resume be placed

in the handbook for all delegates to the LSMS
House of Delegates, was discussed. An amend-
ment was offered to add that the LSMS invite

Mr. Robert A. Youngerman, attorney for the

Atlanta Regional Medical Program, to give a

brief 30 minute presentation on P.L. 93-641 to

the House of Delegates. The amended recom-

mendation was approved.

At this point in the meeting, Dr. Paul L. Marks,

President of the Louisiana Eye, Ear, Nose and

Throat Society, discussed the proposed Optometry

Bill. It was Dr. Mark’s request that the LSMS
assist his society in opposing this legislation. A
motion was made, seconded and carried to offer

assistance in opposing this bill in its entirety. It

was further moved that the LSMS Legislative

Consultant be requested to render assistance in

this regard. This additional motion was seconded,

voted upon and carried.

Reports of Officers (cont’d.)

Secretary-Treasurer-—Dr. H. Ashton Thomas
presented the membership report, which indicated

an increase of 591 LSMS members and 116 AMA
members over the same period last year. Since

his term as Secretary-Treasurer is expiring this

May, Dr. Thomas wished to mention the possibil-

ity of considering a lay person for the position

of Executive Vice-President or Executive Direc-

tor. In accord with the LSMS By-Laws, a phy-

sician has always served in the capacity of Sec-

retary-Treasurer. Dr. Thomas pointed out that

most other state societies have lay personnel as

executive directors in addition to a secretary-

treasurer. The employment of a lay Executive

Vice-President does not require a change in our

Charter, Constitution and By-Laws. According

to the LSMS Charter, Article III, the Executive

Committee has the power “to name and appoint

such managers, servants and employees as its

interests and convenience may require.” Dr.

Thomas also stated that he could think of no one

better qualified for the position of Executive

Vice-President than his Associate Secretary-

Treasurer, Paul Perret. The Executive Commit-
tee is, therefore, taking this suggestion under

advisement.

Report of the Board of Councilors

Dr. John Tanner, Chairman, stated that the

Board would meet at noon to consider the prob-

lem of the acupuncture research clinic in Lafay-

ette.

Reports of Committees

The report of the Cancer Commission referable

to the request for endorsement by the LSMS of

a proposed Cancer Center in Louisiana was dis-

cussed. A motion was made that the LSMS en-

dorse the concept, but reserve final approval

until planning is complete. This motion did not

receive a second and was dropped. A second

motion was offered that this be referred back

to the Cancer Commission for further study.

After some discussion, this motion was with-

drawn. A final motion was made that Dr. Thomas
write to Dr. Edgar W. Hull asking for further

information on the subject before the LSMS
gives its endorsement of the program. This

motion was voted upon and so ordered.

The report of the Sub-Committee on Pediatric

and Adolescent Health referable to LACUS (Lou-

isiana Association on Children Under Six) was
presented. A motion was made, seconded and

carried to accept the report of the Sub-Commit-

tee and lend our support to LACUS.
The report of the Committee on Health Care

Costs, with comments by the Committee on Liai-
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son with Louisiana Hospital Association, was

filed for information.

The report of the Committee on Charter, Con-

stitution and By-Laws was discussed. Dr. Con-

way Magee asked that the Executive Committee

approve the proposed amendment to the Charter

to allow component societies to incorporate. This

was so moved, voted upon and carried, and will

be submitted to the House of Delegates for final

action.

The joint recommendation of the Committee on

Medical Education and the Committee on Liaison

with Medical Schools and SAMA to combine these

two committees to form the Committee on Medi-

cal Education was approved. Since this requires

a change in the By-Laws, the matter was re-

ferred to the Committee on Charter, Constitution

and By-Laws.

The recommendation of the Committee on Liai-

son luith Medical Schools and SAMA, that the

student orientation program be discontinued be-

cause of lack of participation, and that the bud-

geted money be applied to the Louisiana senior

residents workshops, and that the informal orien-

tation of medical students be continued, was ap-

proved.

There was some discussion of the recommen-
dation of the Committee on Liaison with Nurses,

that the Louisiana State Medical Society support

the Louisiana State Nurses Association’s position

of opposition to the certification and/or licensing

of a separate category of health professionals

known as Physicians’ Assistants. A motion was
made to approve this recommendation, was sec-

onded and carried.

Dr. Thomas Gladney gave the report of the

Committee on Louisiana Organizations for State

Legislation. Dr. Gladney mentioned a letter re-

ceived from the Vice-President of LOSL asking

whether this group should be reorganized or dis-

banded since it was no longer operating effec-

tively. A motion was made, seconded and car-

ried to abolish the LSMS Committee on Louisi-

ana Organizations for State Legislation, and
leave the problem of dispersal of treasury funds

to the discretion of the LOSL.

The report of the Committee on Medicine and
Religion was filed for information. A resolution

included in this report will be submitted to the

House of Delegates for action.

Other Reports

Dr. Ralph Riggs presented the AMA Delegates

report in which he stated that the two major
points that will be covered at the AMA meeting

will be malpractice and economics. Dr. Riggs

asked the Executive Committee for comments re-

garding the possible cut-backs in AMA publi-

cations.

The first point Mr. Henry Alsobrook made in

his Legal Counsel report was that the deadline

for compliance with new utilization review pro-

cedures has been extended until July 1, 1975.

Mr. Alsobrook also mentioned the AMA suit

referable to the new utilization review regula-

tions, which is still pending a decision. It was
also reported that he and Dr. Thomas repre-

sented the LSMS at the recent American Medi-

cal Association/American Bar Association con-

ference in Las Vegas. There was much discus-

sion of the discrepancy between the By-Laws of

the Orleans Parish Medical Society and those of

the LSMS. Mr. Alsobrook informed the Com-
mittee that he and Dr. Thomas had made sev-

eral attempts to meet with Orleans Parish to

work out this problem, but to no avail. Legal

Counsel advised the Committee that unless this

problem could be resolved, the Orleans Parish

Medical Society Charter would be in jeopardy

of revocation. If this becomes the case, all mem-
bers of the Orleans Parish Medical Society would

lose their right to participate in the LSMS pro-

fessional liability insurance program. Mr. Also-

brook also mentioned several problems areas in-

volving malpractice legislation, which would be

covered in the report of the Legislative Council.

At this point, the Board of Councilors were
excused from the Executive Committee meeting

so that the Council meeting could begin.

The next item on the agenda was the LAMPAC
report. Since LAMPAC Chairman, James W. Vil-

dibill, Jr., MD had retired to the Board of Coun-

cilors meeting, Mr. Paul Perret gave this report.

Mr. Perret presented a LAMPAC membership

report, indicating an increase of 91 members
over the same period last year. It was also

stated that the guest speaker for the LAMPAC
Luncheon would be Representative Henson Moore
of the Sixth Congressional District.

The report of the Woman’s Auxiliary was pre-

sented by Mrs. Ralph McDonough, President.

Mrs. McDonough reported on several points, in-

cluding the Auxiliary budget, membership, pos-

sible dues increase and their upcoming elections.

Mrs. McDonough expressed the Auxiliary’s ap-

preciation to the LSMS staff for their assistance

during the past year. At this point Dr. Frank
J. Jones, Chairman of the Auxiliary Advisory

Committee, stated that there was a deficit in

the Auxiliary budget of some $1,435. It was the

recommendation of the Advisory Committee that

the Woman’s Auxiliary budget be increased. A
motion was then made, seconded and carried

to refer this matter to the Committee on Budget

and Finance with a recommendation that, if

funds are available, the Woman’s Auxiliary bud-

get be increased by $2,000.

Dr. Terence Beven, Chairman of the Council

on Legislation, reported on several areas of legis-
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lation that will be of importance to the medical

community. Some of the topics that will be before

the legislature next session are: the optometry

bill, certificate of need legislation, licensure of

medical technologists, licensure of acupuncturists,

chiropractic expansion, health maintenance or-

ganizations and physicians’ assistant legislation.

Dr. Beven also took this opportunity to ask for

support of PALS (Physicians Association for

Legislative Support). Dr. Beven wished to con-

tinue his report after the Board of Councilors

returned to the Executive Committee meeting.

The report of the Louisiana State Nutrition

Council was considered. This report contained

two requests: 1) payment of 1974 and 1975

dues of $10; and 2) financial support for a

guest speaker during March Nutrition Month
1975. The request for payment of 1974 and 1975

dues was approved by the Executive Committee.

Since March Nutrition Month has passed, the

second request was disregarded.

Communications

Correspondence from James P. Morris, PhD
regarding the Bicentennial Celebration was re-

ceived for information.

Dr. C. C. Bass’ letter in response to 100th

birthday wish from the LSMS was filed for in-

formation.

Information

The following items were filed for the informa-

tion of the Executive Committee

:

1. Shreveport Medical Society letter regard-

ing Student Membership.

2. Disapproval of Budget and Finance Com-
mittee to assist the Louisiana State Board of

Medical Examiners with legal fees incurred re

chiropractic legislation.

3. Letter from Louisiana State Board of Med-
ical Examiners re its treatment under reorgani-

zation in the new Louisiana Constitution.

4. Letters from three Louisiana medical

schools in response to recommendation of LSMS
Committee on Liaison with Louisiana State Bar
Association.

5. Response from Louisiana Health and Hu-
man Resources Administration regarding rec-

ommendation of LSMS Committee on Fragmen-
tation of State Government Health Services.

6. Resolution from Louisiana Orthopaedic As-
sociation commending LSMS for opposing PSRO.

7. Letter from AMA re Committee and Coun-
cil Structure.

8. Legal opinions referable to new utilization

revieiv procedures.

9. Resolution from Avoyelles Parish Medical
Society re actions of Ad Hoc Committee to Study
Ethical Peer Revieiv Mechanisms.
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10. Correspondence re suit against Methodist

Hospital by Dr. William J. Pollock.

11. Correspondence from Louisiana Pathology

Society re microscopic cytologic examinations be-

ing performed out of state.

12. AMA correspondence re ethics and profes-

sional standards review organizations.

Special Order

Upon the arrival of Dr. William P. Bradburn,

III, Chairman, the report of the Committee on

Insurance was presented at this time. There

was much discussion of the malpractice insurance

program, including the fact that LSMS members
could expect rate increases in Classes IV and V
in July. The following recommendations of the

Insurance Committee were approved: 1) “Since

there is a likelihood that the State Medical So-

ciety Program will have an increase in rates

for Classes IV and V, possibly higher than the

present St. Paul rate for these categories, to

stem the present influx of Classes IV and V,

thereby placing the Medical Society Program in

an imbalance of specialties, the LSMS Insurance

Committee recommends to the Executive Com-
mittee that Classes IV and V be mandated to

bring two physicians in Classes I, II or III into

the program at the same time the Classes IV or

V come into the program. This recommendation,

if approved by the Executive Committee, should

go into effect immediately upon the Executive

Committee’s approval.” 2) “The LSMS Insurance

Committee recommends to the Executive Commit-
tee that the Executive Committee allow the In-

surance Committee to develop a point system or

other method for the Executive Committee’s con-

sideration to allow for physicians who have pre-

vious claims against them, to be rated upon en-

trance in the LSMS Professional Liability Insur-

ance Program.” 3) “The LSMS Insurance Com-
mittee recommends to the Executive Committee
that the Executive Committee approve of the

medical malpractice legislative package to be pre-

sented to the Executive Committee by the LSMS
legal counsel.”

New Business

The first item of new business was a request

from the Louisiana Hospital Association to join

with them in submitting a resolution referable

to the alleviation of the crisis in liability insur-

ance coverage for hospitals. After motion made,
seconded and carried, the resolution was amended
and approved as follows: “RESOLVED, That the

Board of Trustees of the Louisiana Hospital As-

sociation and the Executive Commitee of the Lou-

isiana State Medical Society call upon the Louisi-

ana Legislature for relief before it is too late,

specifically that the Legislature be urged to es-

tablish a mechanism whereby wronged patients

may be justly compensated without the enormous

increase in costs being generated under the pre-

vailing adjudicatory system; and be it further

RESOLVED, That the Louisiana Hospital As-

sociation and the Louisiana State Medical Society

ask all state hospital associations and the Amer-
ican Hospital Association to adopt similar reso-

lutions in a concerted effort to alleviate the crisis

in liability insurance coverage for hospitals.”

Correspondence from Frank A. Riddick, Jr. MD
regarding the Louisiana Sickle Cell Anemia Re-

source Program was received for the information

of the Executive Committee.

A letter from Edward B. Perrin, PhD, Direc-

tor of the National Center for Health Statistics

of DHEW, regarding the Health Examination
Survey was filed for information.

The next item of business before the Com-
mittee was a letter from Dr. D. M. Kingsley

with suggestions in regard to an advertising

program aimed at educating the public, and a

slide program to educate physicians on the Medi-

care Law. There was much discussion of Dr.

Kingsley’s suggestions, after which a motion was
made and so ordered to inform Dr. Kingsley that

his correspondence was accepted for the infor-

mation of the Executive Committee and that the

President is considering the method of imple-

menting his suggestions. The LSMS staff will

investigate the possibility of a slide presentation

at next year’s Annual Meeting.

A request was received from the American
Councils of Medical Staffs that the LSMS ini-

tiate amicus curiae action with regard to the suit

filed by the CMS protesting the November 29

Federal Register regulations on utilization re-

view procedures. Following a discussion of this

matter, it was moved to write to Dr. Garcia-Oller

and inform him that the LSMS is studying this

matter, will consider all options and be in con-

tact with the CMS. There was no objection to

this, and it was so ordered.

A letter from Dr. Avery L. Cook, with a similar

request that the LSMS actively participate in

one of the three suits filed against the new regu-

lations
, was discussed. It was the consensus of

the Executive Committee to write a letter to

Dr. Cook, similar to our response to the CMS
request.

A copy of the suit, “AMA, et al, plantiffs vs.

Caspar W. Weinberger,, Secretary of DHEW,
defendant

—

Complaint for Declaratory Judgment
and Injunctive Relief” (utilization review regu-

lations), was filed for information.

A resolution was presented by Dr. Terence

Beven referable to the Voluntary Quality Assur-

ance in Laboratories Program. After discussing

the resolution, a motion was offered to amend
the resolution as follows: “RESOLVED, by the

LSMS House of Delegates in its annual session
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this 4th day of May, 1975, that the LSMS de-

velop, with the cooperation of the Louisiana

Society of Internal Medicine, the Louisiana Acad-

emy of Family Practice and the Louisiana Pathol-

ogy Society, various alternatives for a voluntary

quality assurance program for Louisiana labora-

tories, and be it further RESOLVED, that these

alternatives be presented for approval and adop-

tion by the LSMS House of Delegates at its next

annual meeting, and be it further RESOLVED,
that a copy of this resolution be sent to all LSMS
members.” The amended resolution was voted

upon and approved.

The next item on the agenda was a letter from

Dr. Max Pailet to his patients regarding a multi-

phase health screening study contracted with

U. S. Bio-Chem Medical Laboratory. This mat-

ter was referred to the Board of Councilors.

A request for endorsement of the proposed

“Louisiana High Blood Pressure Control Pro-

gram

”

was considered. By motion made, seconded

and carried, Dr. Thomas was instructed to write

to Dr. Stanley Garbus, Assistant Professor of

Medicine and Pharmacology at LSU Medical Cen-

ter, asking for further clarification of this

project.

The matter of LSMS endorsement of the pre-

Ridiculous? Sure. But everybody, even doctors, some-
times try their hands at matters outside their expertise.
Like investment management. And it’s so unnecessary
with capable, experienced counselors like Darwin
Charles Fenner available to give investment portfolios
the full-time attention they need. His only occupation
is giving you investment advice best suited to your
situation. He is entirely on your side. Call him today
and discuss the better way than do-it-yourself for your
investments.

Darwin Charles Fenner, President

Fenner Investment Management Company
Investment Counsel

Suite 2985. 1010 Common Building. New Orleans. La. 70112

Telephone 504/581-6288

ventive administration of influenza vaccine to the

aged and infirmed of poverty status as a public

health project was discussed. By order of the

Executive Committee, the Secretary-Treasurer

was instructed to write a letter of endorsement

of said program to Representative Dorothy Mae
Taylor. It was suggested that this program be

expanded to include vaccine administration to

children with congenital cardiac diseases.

At this point, the subject turned to a proposed

survey of Louisiana physicians regarding con-

fidentiality of medical records by Harold Skip-

per, Assistant Professor at the University of

New Orleans. It was stated that the member-

ship could be polled by including the question-

naire with an issue of CAPSULES. It was the

consensus of the Committee that input of addi-

tional questions for the survey should be solicited.

There was no objection to this, and it was so

ordered.

The Committee considered a letter from Dr.

Philip Rabalais referable to the augmentation of

Medico-Legal/Medico-Economic activities of the

LSMS. Dr. Rabalais’ comments were received

for the information of the Committee, and he

will be informed that his suggestions are being

taken under advisement. A suggestion was made
to add Dr. Rabalais to the mailing list for AMA
Neivsletter and Legislative Roundup. There was
no objection to this, and it was so ordered.

The Executive Committee then approved the

delegates to represent the medical schools at the

LSMS Annual Meeting.

The next subject discussed was a resolution

from the Greater New Orleans Pediatric Society

to advocate the repeal of acts 1970, no. 53, para-

graph 281 of the State of Louisiana, which pro-

hibits sex education in all elementary and sec-

ondary schools at the state level. The Pediatric

Society feels that local school boards should be

able to determine and resolve educational prob-

lems at the local level. A motion was made to

refer this matter to the House of Delegates

without any recommendations by the Executive

Committee. This motion did not receive a second

and was subsequently withdrawn. An additional

motion was offered to refer this mater to the

Council on Legislation; this motion was seconded
and carried.

The LSMS received a request from Warren V.

Ales, OD that it join in a resolution against price

advertising for learned professions in the State
of Louisiana. After some discussion of this mat-
ter, Dr. Thomas was instructed to write to Dr.
Ales requesting a copy of the resolution and re-

lated material so that the Committee could

study them.

At this time a motion was made to commend
the Orleans Parish Medical Society for its adver-
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tisement in the New Orleans Times-Picayune and

States-Item regarding the new federal regula-

tions governing utilization review procedures.

Upon receiving a second, the motion was voted

upon and approved.

The Board of Councilors then rejoined the

Executive Committee meeting, and new business

that had been delayed until the Councilors’ re-

turn was considered.

A letter regarding acceptance of Medicare pa-

tients by University Service at Hotel Dieu was
discussed. Dr. Lawrence Kavanagh informed the

Executive Committee that this matter had been

rescinded. It was, therefore, filed for informa-

tion.

There was considerable discussion of a pro-

posed
“
definition of death” received from the

Orleans Parish Coroner. It was the opinion of

Legal Counsel that until such time as a defini-

tion of death with acceptable language is formu-

lated, there should be no legal definition of

death. A motion was then offered to inform

Dr. Minyard that a definition of death has not

been evolved that the State Society feels it can

endorse, but that a committee will be appointed

to study this problem. It was added that Dr.

Minyard also be informed of the opinion that no

definition is better than any one yet formulated.

This motion received a second, was voted upon
and carried. The matter of an act to permit the

Coroner to facilitate human transplants of organs

was also referred to the special committee to be

appointed.

A request from Dr. Gerald N. Weiss, President

of The Research Institute for Quality Health

Plans, Inc., was considered at this time. A motion

was made, seconded and carried to accept Dr.

Weiss’ correspondence for information and ad-

vise him accordingly.

Since Mr. Alsobrook had returned from the

meeting of the Board of Councilors, he continued

his Legal Counsel report with a discussion of

two recently rendered legal opinions. The opin-

ions pertained to the right of a medical staff

to exclude a physician or require a physician

to perform certain acts referable to fiscal re-

view. Mr. Alsobrook continued his report by pre-

senting the recommendations of the Council on

Legislation-. “1) The LSMS Legislative Council

recommends that the LSMS Executive Committee

approve the nine proposed malpractice laws for

introduction in the 1975 regular session of the

Louisiana legislature; 2) The Council recom-

mends that the Executive Committee approve

and introduce to the House of Delegates the sug-

gested resolution proposed by the Legislative

Council on the voluntary quality control in phy-

sicians’ laboratories; 3) The Council recommends
that the Executive Committee approve and intro-

duce to the House of Delegates the resolution

on the inclusion in the LSMS By-Laws of a new
section under medical defense pertaining to coun-

terclaims by physicians; and 4) The Council rec-

ommends that the Executive Committee approve

and introduce to the House of Delegates the sug-

gested resolution on the practice of acupuncture

in Lafayette Parish.” There was no objection to

these, and the recommendations were approved.

New Business—Special Order

Dr. Thomas brought up a letter he had re-

ceived from Malcolm L. Denley, MD, referable to

a charter flight to the LSU-Nebraska football

game, with a side trip to Las Vegas. Dr. Denley
requested that he be allowed to obtain the char-

ter under the auspices of the Louisiana State

Medical Society. A motion was made, seconded

and carried to allow Dr. Denley to proceed with

this plan.

There being no further business, the meeting
was adjourned.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union Third Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport
Vernon First Thursday of every month

SEPTEMBER AND OCTOBER 1973 LSMS
JOURNALS NEEDED

The LSMS has exhausted its supply of the Sep-

tember and October 1973 issues of The Journal

of the Louisiana State Medical Society. Members
who have copies of these issues, and no longer

have need for them, are urged to return them to

the Journal office.

TWENTY-FIRST ANNUAL OB-GYN
SEMINAR, JULY 21-25, 1975

The Twenty-first Annual Ob-Gyn Seminar will

be held at the Smokey Mountain Hilton, Ashe-

ville, North Carolina on July 21-25, 1975. Broad
aspects of obstetrics .and gynecology will be cov-

ered and among the program participants will

be the departments of obstetrics and gynecology

of the University of Duke, Bowman Gray, Medi-

cal College of West Virginia, and the University

of North Carolina.

For registration and other information please

contact the secretary, Dr. George T. Schneider,

Ochsner Clinic, 1514 Jefferson Highway, New
Orleans, Louisiana 70121.

AMERICAN BOARD OF FAMILY
PRACTICE

The American Board of Family Practice an-

nounces that it will give its next two-day writ-

ten certification examination on November 1-2,

1975. It will be held at five centers geographi-

cally distributed throughout the United States.

Information regarding the examination may be

obtained by writing: Nicholas J. Pisacano, MD,
Secretary, American Board of Family Practice,

Inc., University of Kentucky Medical Center,

Annex No. 2, Room 229, Lexington, Kentucky
40506.

PLEASE NOTE: It is necessary for each phy-

sician desiring to take the examination to file a

completed application with the Board office.

Deadline for receipt of applications in this office

is June 15, 1975.

NEW ORLEANS SURGICAL SOCIETY
TO MEET

SEPTEMBER 19 AND 20, 1975

The New Orleans Surgical Society will meet on
Friday and Saturday, September 19 and 20, 1975
at Charity Hospital and at LSU and Tulane medi-

cal schools in New Orleans.

On Friday morning and Friday afternoon,

there will be clinical conferences at Charity Hos-
pital, LSU, and Tulane with members of the

Society and residents of the various hospitals

and Ochsner Clinic participating.

On Saturday morning, there will be meetings

at the LSU Medical School auditorium on the

first floor, including the guest lectureship, from
8:00 a.m. to 9:00 a.m. Dr. Roger T. Sherman,
Professor and Chairman of the Department of

Surgery at the University of South Florida Col-

lege of Medicine in Tampa, will be the visiting

lecturer.

Further information will be available when
posters are placed at the various hospitals, the

two schools, and the Ochsner Clinic.

The physician public is invited.

I\

May, 1975—Vol. 127, No. 5 197



MEDICAL NEWS

ANNOUNCEMENT
Dr. Jason H. Collins, Professor and Chairman

of the Department of Obstetrics and Gynecology,

Tulane University School of Medicine, has been

named to the National Advisory Research Re-

sources Council for a term ending September 30,

1977. The appointment was announced by Dr.

R. W. Lamont-Havers, Acting Director of the

National Institutes of Health.

The Council, a 12-member panel of scientists,

scientist administrators, educators, other quali-

fied professionals, and public lay leaders, re-

views applications for NIH grants by the Divi-

sion of Research Resources to fund clinical re-

search center, animal resource, biotechnology

resource, minority biomedical support, and gen-

eral research support grants. The Division is part

of HEW’s National Institutes of Health.

Dr. Collins received his BS and MD degrees

from Tulane University, and his residency in ob-

stetrics and gynecology at the Ochsner Medical

Foundation in New Orleans.

In addition to his position at Tulane Univer-

sity, Dr. Collins is Director of Medical Educa-

tion at Southern Baptist Hospital, and an As-

sociate Examiner of the American Board of Ob-

stetrics and Gynecology. He is also on medical

A WORLD OF WINE
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those who don't . . .
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METAIRIE, LOUISIANA 70002

GREAT CHATEAU SALES
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CHATEAU d'YCpUEM 1967 21.59
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John Mansueto
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888-8403
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committees at several Louisiana hospitals, and a

consultant at two New Orleans hospitals.

DR. C. THORPE RAY NEW CHAIRMAN
DEPARTMENT OF MEDICINE AT TULANE

Dr. C. Thorpe Ray became the new chairman

of the department of medicine at Tulane Uni-

versity School of Medicine May 1, 1975. The
appointment was announced by Dr. Herbert E.

Longenecker, president of Tulane University.

Dr. Ray began his career at Tulane medical

school as an instructor of medicine in 1945, fol-

lowing a teaching position at Southwestern Medi-

cal Foundation in Dallas, Tex. In 1947, he was
appointed assistant professor of medicine and
director of Tulane’s heart station. He became an
associate professor of medicine at Tulane in 1952.

From 1958-1967, Dr. Ray served as professor

and chairman of the department of medicine at

the University of Missouri.

He received his medical degree from the Uni-

versity of Texas Medical School in Galveston and
his undergraduate degree from the University

of Texas in Austin.

ABFP ANNOUNCES RECERTIFICATION
PLAN

The American Board of Family Practice re-

cently mailed to diplomates certified in 1970 a
package of information containing requirements
and procedures for the 1976 recertification ex-

amination.

These diplomates will be the first ABFP group
to undergo mandatory recertification, the first

such group in U. S. medicine. Required recerti-

fication, to which candidates agree upon becom-
ing certified, was written into the bylaws of the

new specialty of family practice when it was
founded in 1969.

This class of some 1,700 diplomates must:

• Take a half-day written examination Oc-
tober 29, 1976;

• Review 20 patient charts and submit an-

swers to a set of questions about each prior to

the exam.

The written exam will account for a major por-

tion of the diplomate’s score. The charge for the
process will be $150, as opposed to $300 for

the regular certification procedure.

Two eligibility requirements apply to all di-

plomates seeking recertification:

• A written statement, which will be corrobo-
rated, that the candidate holds unrestricted li-

censure (s).

• Proof that the candidate has completed 300
hours of acceptable continuing education in the
last six years.
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The half-day cognitive exam will be the same

for all diplomates. ABFP President George E.

Burket, Jr., of the University of Kansas School

of Medicine, said the recertification procedure

is in no way intended to be punitive. “Anyone who
passed the exam originally and has maintained

that degree of competence while keeping up with

developments in the past six years can anticipate

little difficulty in achieving recertification for

the next six years,” he asserts.

VENTILATING UNITS BLAMED IN

SERIOUS LUNG DISORDER
Warning—Your heating unit, humidifier or air

conditioner may be dangerous to your health.

A serious lung disorder known to doctors as

hypersensitivity alveolitis (HA) can result from

spores found in the cooling and heating systems

of homes and buildings says a report in the

March 3 issue of the Journal of the American

Medical Association.

The spores that grow in the ventilating units

can cause a dry, hacking cough, fever, chest pain

and easy tiring, says the report by Vincent A.

Marinkovich, MD, and Alan Hill, MD, of Stan-

ford University Medical School, California.

Drs. Marinkovich and Hill describe the case

of an 11-year-old girl who developed a near-

fatal lung condition from spores in an evapo-

rative cooler, a type of air conditioning unit that

is popular in hot, dry western climates.

Other varieties of the disease appear in certain

occupational groups, such as pigeon breeders,

sugarcane processors and farmers exposed to

moldy hay, they report.

There have been other reports of the same
disease in office workers exposed to an office

air conditioning system, the doctors say. If the

spores develop in the mechanisms and ducts of a

ventilating system, they will sometimes contami-

nate the room, or building to the extent that

symptoms appear even after the unit is no longer

in operation.

Physicians are advised to be aware of pos-

sible contamination from heating, air condition-

ing and humidifying units in patients with per-

sistent lung problems for which no other cause

can be found.

Periodic cleaning out of these' units, particu-

larly the replacement of straw or other materials,

can help to reduce the danger of contamination.

MEDICOLEGAL SYMPOSIUM ON
EMERGENCY MEDICAL CARE SLATED

FOR JUNE
In response to the mounting legal concerns of

providers of emergency medical care, the Ameri-

can Society of Law and Medicine will sponsor a

two-day national conference and educational

seminar featuring over 40 of the country’s lead-

ing authorities on the subject. The First National

Conference on the Medicolegal Implications of

Emergency Medical Care will draw from the ex-

pertise and support of over 22 cosponsoring

prominent medical, legal, health care organiza-

tions and insurers in the nation, including the

American Medical Association, the American
Dental Association, the American Hospital As-

sociation and the American Heart Association.

The Conference will be held at the Statler Hil-

ton Hotel in Washington, D. C., June 8 to 10,

1975. It will attempt to analyze and deal con-

structively with significant legal barriers which
currently prevent or hinder the rendering of op-

timal emergency medical services.

INSTITUTE FOR PEDIATRIC RADIOLOGY
Chas. E. Shopfner, MD and the Institute for

Pediatric Radiology will present a weekend pro-

gram in the Continuing Education Program en-

titled “Radiology of the Pediatric Gastrointestinal

Tract”, on August 2-3, 1975, at the Marriott in

New Orleans.

This program has been approved by the AMA,
Physician’s Recognition Award, Category I, the

AOA, Category 1-D, and the ACR for 13 credit

hours of Continuing Medical Education.

For additional information write: Institute for

Pediatric Radiology, 4148 North Cleveland Ave-

nue, Kansas City, Missouri 64117.

EXCESSIVE SUNTANNING BLAMED FOR
SKIN PROBLEMS

The medical case against suntanning received

further verification with a report this spring

that ring-shaped, inflammatory lesions some-

times develop in tissues of skin that have been

damaged by sun and heat.

The lesions, which commence as papules and

nodules, enlarge very slowly and may persist for

years, says John P. O’Brien, MD, of Sydney,

Australia, in a report in the April issue of

Archives of Dermatology. The disorder occurs

in several continents, including North America,

says Dr. O’Brien.

“Perhaps the traumatic effects of long-term

radiant heat on the dermis (skin) have been

underestimated and the layman’s expressions

‘sunburn’ and ‘sunbaking’ are more apt than

we realize,” he declares.

The lesions are known medically as actinic

granuloma. The condition was first recognized

in 1964. Actinic granuloma typically affects the

exposed, weatherbeaten skin of patients who are

at least 30 and usually 40 years old or more.

They most often occur on the neck, face, chest

h
y V

May, 1975—Vol. 127, No. 5 199



MEDICAL NEWS

and arms. A blond and freckled skin is affected

frequently.

The condition usually doesn’t hurt and may

go away after months or years. New areas

often become involved and the condition is pro-

longed. In a few instances it is more severe,

with bright-red, itchy lesions.

Sunshine, while a primary cause, is not the

only cause of actinic granuloma. Constant ex-

posure to heat, such as from open fires in the

home, also can cause the lesions. And a com-

bination of sunlight and open fires provides

extra risk.

VIETNAMESE ORPHANS MAY NEED
TREATMENT FOR WORM

INFECTIONS

Physicians treating newly arrived Vietnamese

orphans shold be alert to the possibility of in-

testinal helminthic (worm) infections as well as

Giardia lamblia, a protozoal type intestinal

infection.

Since the Vietnameses children arriving in

this country quickly join their adoptive families

and are consequently most often seen by family

physicians in many different parts of the United

States, the Center for Disease Control in Atlanta

has issued an advisory alerting physicians to the

possibility of intestinal helminthic infections,

among other health problems.

Protozoal infections as well as whipworm,
roundworm and hookworm are not typically

endemic in many regions of North America and
thus any family physician treating a Vietnamese

child should give particular attention to the pos-

sibility of these infections. Where such infec-

tions are suspected, the CDC advises that a stool

specimen be examined to confirm the diagnosis.

In conjunction with this advisory, Ortho
Pharmaceutical Corporation has initiated a pro-

gram to provide doctors with free supplies of

VERMOX™ for treatment of those Vietnamese
orphans with intestinal helminthic infections for

which VERMOX (mebendazole) is indicated, i.e.

roundworm, whipworm, hookworm, and pin-

worm.

The company emphasized, however, that

VERMOX is not indicated or effective in the

treatment of Giardia lamblia or other types of

protozoa intestinal infections.

Doctors wishing further information about the

VERMOX program for Vietnamese orphans may
contact their local Ortho representative or call

Dr. Douglas Johnson collect at (201) 524-1992,
Ortho Pharmaceutical Corporation, Raritan, N. J.
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On January 24 and 25, 1975, the Louisiana-Mississippi Regional Meet-

ing of the American College of Physicians was held in Shreveport. The

scientific session was divided into 'two parts. First, recent advances in internal

medicine or current concepts of important problems in internal medicine were

presented one afternoon. The following morning papers were presented on

the application of immunology to each of the medical subspecialties.

This issue of the journal of the Louisiana State Medical Society is

devoted to publications of some of these papers. Three of them appear in

this issue, and three additional ones will appear in subsequent issues of the

journal.

The Louisiana-Mississippi membership of the American College of Phy-

sicians is grateful to the editors of the journal of the Louisiana State Medi-

cal Society for publication of selected papers from its annual meeting. It is

our hope that by making these papers available more physicians will be able

to share them and, two of the major objectives of the college, namely

education of physicians and improvement in the quality of patient care, will

be advanced.
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BRENTWOOD HOSPITAL
MIDSOUTH’S COMPREHENSIVE PSYCHIATRIC HOSPITAL CENTER

Offers the Newest Concepts in Care for Neuro-Psychiatric Disorders:

DRUG ABUSE, NEUROLOGICAL, ETC.

A fully carpeted hospital: featuring private and semiprivate rooms in colorful

decor; adjacent baths, color television and individual phones available; comfortable

day rooms.
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Medical Laboratory • Radiology ® Electroencephalography • Electrocardiography

Complete Psychological Testing
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Social Service • Occupational Therapy • Recreational Therapy

Educational Therapy • Psychotherapy • Electroshock Therapy

ACCREDITATIONS:

Fully accredited by the Joint Commission on Accreditation of Hospitals

Affiliated with Northwestern State University School of Nursing

American Hospital Association • Louisiana Hospital Association

Medicare • Blue Cross

and other Medical Insurance Programs

Brentwood also has an Anesthesia Department and an extensively equipped Phar-
macy, as well as a modern Dietary Department, managed by a registered dietitian.

BRENTWOOD HOSPITAL
1800 IRVING PLACE

Shreveport, Louisiana 71101 Phone (3 18) 424-658
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Immunology in Rheumatology—1975

JACK WAXMAN, MD
New Orleans

I
MMUNOLOGICAL advances in the

last few years have provided a spark

to ignite interest in connective tissue

diseases. Pathogenetic mechanisms are

under new scrutiny in these years of

intensive investigations of lymphocytes,

and therapeutic adventures in T- and

B-cell control are well underway. Ad-
vances have been achieved in identifica-

tion and quantitation of key antigens

and antibodies, and in demonstration of

immune-complex deposition. The array

of immune processes of a delayed type

have been recognized as important con-

tributors to rheumatologic disease. I

plan to survey briefly the major mecha-
nism in question and discuss its appli-

cation to individual disease diagnosis

and management.

First, recall that antigen-antibody

combination, whether it attracts comple-

ment or not, likely results in polymor-

phonuclear and nonimmune lymphocyte
attraction, with eventual release of en-

zymes or cytotoxic factors. The role of

T cell activation after the sequence is

not clear, but probably contributes lon-

gevity to this process at the site of

immune complex deposition. Acutely,

too, platelet aggregation with local

fibrin deposition may result in tissue

necrosis secondary to capillary obstruc-

tion. Such a scheme, although classic

for systemic lupus erythematosus, has

been extended into the rheumatoid

joint and pleural and pericardial spaces,

so that rheumatoid arthritis is being

considered a local immune complex dis-

From the Department of Medicine, Section of

Rheumatology, Alton Ochsner Medical Founda-
tion and Ochsner Clinic, 1514 Jefferson Highway,
New Orleans, Louisiana 70121.

Reprint requests to* Department of Medical

Communications, Alton Ochsner Medical Foun-
dation, 1514 Jefferson Highway, New Orleans,
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ease. Indeed, when vasculitis occurs in

rheumatoid arthritis, it may well be an
extension of this immune complex depo-

sition systemically, which promotes it.

The search for immune complexes has

extended at this date as far as Weber-
Christian disease, perhaps the newest
among many yet to come. This vascu-

litis appears to bind complement as well.

The demonstration of complement
depletion, of course, is the key to recog-

nition of such a scheme since immune
complexes per se are much harder to

demonstrate. In so searching, however,
we miss those complexes which do not

bind complement. Diseases so mediated
remain for future elucidation. At pres-

ent, we look for depression of CH 50

complement, that is reduction of hemo-
lytically available complement in serum.

One CH 50 is the amount of complement
required to lyse one-half of a predeter-

mined quantity of sensitized red blood

cells. The hemolytic assay is difficult

and requires a fresh-frozen specimen.

Laboratories have thus turned to im-

munodiffusion techniques to quanti-

tate individual complement components.

The most widely used assays are for

C-4 and C-3, which are circled in the

scheme shown in Fig 1. Just becoming
available is a similar assay for C-3 pro-

activator, a member of the so-called

“alternate” pathway, which has been

implicated in lupus renal disease and
rheumatoid joints, but is primary in

poststreptococcal and mesangiocapil-

lary glomerulonephritis. Use of several

immunodiffusions can help separate

lupus renal disease from the latter two
nephritides, since parallel depressions

in C-4 would be expected in lupus which
utilizes predominately the classical

pathway; diseases with mainly proper-

din system activation should deplete

C-3, but not C-4.

1
ol
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COMPLEMENT ACTIVATION SLE ACTIVITY

PROPERDIN

6

7

8

9

Status CH,.q Sed Rate Farr

Active, with
[Ill m

nephritis

Active, no

II m
nephritis

Inactive , with

nephritis * *

Inactive, no

T
nephritis < . »

Fig 2. Comparative values of

TTTT

T

sedimentation rate, and anti-DNA antibody in

assessing SLE activity.

Fig 1. Methods of complement activation con-

sidered operative in the pathogenesis of human
diseases.

CH 5Q complement is preferred to C-3

or C-4 in following lupus patients

because immunodiffusion does not rec-

ognize hemolytically active complement
alone. Inactive, utilized C-4 and C-3

are detected as well. Normal values of

complement by immunodiffusion may
therefore reflect actual depressions and
be misleading in early lupus reactiva-

tions. If CH 50 is not available, C-4 is

preferred to C-3, and lupus activity is

best followed by either complement
levels or anti-DNA antibody titers. The
latter is performed in most centers by
the Farr technique and parallels most
closely lupus activity with nephritis.

Note that in Fig 2, however, only the

sed rate may be of value in predicting

smoldering nephritis with general dis-

ease inactivity. Of note, too, with mem-
branous disease and much proteinuria,

none of these indicators may be valid.

Some consider the anti-DNA antibody
test the single best determination for

lupus and they particularly like its pre-

dictive capacity for disease exacerba-
tions, Normalizing a high Farr antibody
titer results in the longest remissions.

Failure to achieve such normalization
means a brief remission, followed by a

stormy hospitalization, is in the offing

(Fig 3). Since the Farr technique does

not separate antibody to single stranded

DNA from double stranded, native

antibody, researchers have developed

a counter-immunoelectrophoresis (CIE)

assay which forces serum and either

single or double stranded DNA together

in agar, precipitating the immune com-
plex. Dilutions of serum provide quan-

titation. At present, controversy reigns

as to the importance of the antibody

uncovered by such precipitation in

lupus renal or skin diseases. Single

stranded antibody certainly is not spe-

cific for lupus and respectable titers

are seen regularly in rheumatoid arth-

ritis. Drug-induced lupus, too, appears
to have only single stranded antibody. 1

Moreover, the separation of single and
double stranded antibodies is made
more difficult by contamination of vir-

tually all native DNA by denatured sin-

gle strands.

In assessing the central nervous sys-

tem manifestations of lupus, the diffi-

culties inherent in measuring small anti-

DNA titers and the rapid decay of

hemolytically active C-4 have prompted
measurement of IgG by radioimmuno-
assay as a better index of disease ac-

tivity.- Low values are characteristic of

active central nervous system disease.

In skin, immunofluorescence of granular
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SLE REMISSION

Test Result Days of Next Hospitalization

Remission (days)

Normalized CH
50

167 14

Persistent
j,

CH^q 158 28

Normalized Farr 268 4

Persistent ^

Farr binding 82 34

Fig 3. Relative values of complement and

anti-DNA antibody in predicting lengths of re-

mission and hospitalization in lupus.

deposits of IgG and perhaps C-3 along

the dermal-epidermal junction helps

differentiate discoid from systemic

lupus erythematosus and both of these

from dermatitis herpetiformis and bul-

lous pemphigoid (Fig 4).

Complement measurements have been

found useful in rheumatoid arthritis too.

Polymorphonuclear ingestion of immune
complexes within the joint appears to

be a key mechanism in promoting the

inflammatory process, perhaps even in

the so-called latex negative rheumatoid
variants (psoriasis, Reiter’s). The latter

SKIN IMMUNOFLUORESCENCE (D-E)

Biopsy Discoid LE SLE Dermatitis

herpetiformis

Bullous

Pemphigoid

Normal skin - +

(30%)

- -

Lesion + + + +

Granular (80%) Adjacent Adjacent

Granular Fibrillar Tubular

Fig 4. Differences in dermo-epidermal im-

munofluorescence staining in differentiation of

skin diseases.

only occasionally show depression of

joint fluid complement, while classic

latex positive rheumatoid arthritis typi-

cally does. CH.,o is probably again the

single best determination and it should

be measured per gram of protein in the

fluid, as alterations in this total signifi-

cantly affect complement levels. Sim-

ilarly, pericardial and pleural comple-

ments are reduced in rheumatoid arth-

ritis (in lupus as well) and in 3 to 5

percent of patients, serum complements
are depressed as well. This latter group,

often antinuclear antibody positive, in-

cludes those rheumatoids with vascu-

litis, a disease now thought mediated
by complexes of IgG with 7-S IgM. The
classic complex of rheumatoid arthritis,

19-S IgM-IgG, is a likely culprit within

the joint, while in latex negative rheu-

matoid arthritis, IgG-IgG complexes
have been demonstrated. These pre-

sumably fail to bind complement, but

still attract leukocytes. T cell stimulat-

ed delayed reactivity probably con-

tinues the long-term damage in all these

diseases.

Measurement of rheumatoid factors

continues to serve as a guide in rheuma-
toid patient management. It should be

recalled that in early disease the latex

test is often negative, turning positive in

later months, and similarly, is frequent-

ly positive in joint fluids before becom-
ing measurable in serum. This finding

suggests that “leakage” of this locally

produced IgM from joints provides the

serum titer. As expected, then, the

highest titers denote the most severe,

nodular disease and true remission, as

induced by gold or cytotoxic agents,

results in decreasing titers.

The complement system has proved

useful in two other disease states, both

linked to Australia antigen-antibody

immune complexes. In prodromal serum
hepatitis, an arthralgia-arthritis syn-

drome of multiple joints, (particularly

small hand joints with or without urti-

caria), often heralds the eventual liver

disease. The prodromal serum sickness-

like reaction has low serum and joint

fluid complement which normalizes as

the antigen disappears from the circu-

lation and is followed by antibody ex-

cess and frank hepatitis. Smoldering

chronic persistent hepatitis can lead to

polyarteritis by a similar mechanism
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with Australia antigen-antibody com-

plexes lodging in vessels and resulting

in a decrease in serum complement.

Such cases may represent as much as

one-third of all polyarteritis patients,

and these patients differ from Austra-

lia antigen negative individuals in lack-

ing asthma and otitis (Fig 5).

POLYARTERITIS

Type CH^_q Complement Manifestations

SB (+)

i

FUO;

Liver Disease

SH (-) f > Asthma

:

Chronic Otitis Media

SH • Australia Antigen

Fig 5. Australia antigen and complement in

two groups of polyarteritis patients.

Use of the complement system also

helps separate the vasculitic purpuras.

In this group, mixed-type cryoglobuli-

nemic purpura features an IgG-IgM
complex that is cold-sensitive, avidly

binds complement to values that ap-

proach zero in serum, and is responsible

for a brisk nephritis along with arth-

ralgias and myalgias. These cases are

rheumatoid factor positive as are pa-

tients with Waldenstrom’s hyperglobu-
linemic purpura. The latter, however,
lack cryoproteins, have normal comple-
ments, and do not get renal disease.

Their immune complex is IgG-IgG.
Schonlein-Henoch purpura lacks cryo-

protein, rheumatoid factors or serum
complement depressions, but does pro-

duce nephritis, while a newly described
syndrome with cutaneous vasculitis has
some complement depression along with
renal disease but lacks latex positivity

or cryoproteins. 3

New antibody links to connective tissue

disease are being uncovered although their

exact importance remains to be decided.
In polymyositis fully one-half of the pa-
tients demonstrate antibody to Toxo-
plasma, but no obvious Toxoplasma infec-

tion can be demonstrated. A mixed con-

nective tissue syndrome with overlapping

features of myositis, lupus and sclero-

derma is accompanied by high titer

antibody to ribonuclear proteins, the

so-called extractable nuclear antigen

(ENA). Characteristic of this relative-

ly mild conglomerate syndrome is a

speckled antinuclear antibody pattern

outlining the nuclear location of this

antigen-antibody reaction. An antibody

assuming less importance of late is that

to salivary duct, once thought crucial to

Sjogren’s syndrome. Now it appears

that it is only the presence of rheuma-
toid arthritis which promotes this auto-

antibody. Like the rheumatoid factor,

salivary duct antibody occurs in most

patients with “sicca” plus rheumatoid

arthritis, but in far fewer individuals

with “sicca” alone. Antimitochondrial,

thyroglobulin, and gastric parietal anti-

bodies occurring in up to one third of

all Sjogren’s patients, also appear to be

an epiphenomenon.

In post-streptococcal disease, mea-
surement of multiple antibodies through

the use of a single streptozyme test will

aid in rheumatic fever and nephritis

management. The sequelae of strepto-

coccal skin disease, in particular, will

be better defined, since diminished in-

duction of positive antistreptolysin 0

tests will no longer be a deterrent to

accurate diagnosis. 4

Immunologic techniques have forged

a major breakthrough in a very difficult

group of arthritides, the rheumatoid
variants. The relationship between
spondylitis, and accompanying psoriasis,

Reiter’s disease, and bowel inflamma-
tion is better understood since the dis-

covery that more than three-fourths of

all such patients carry the HLA antigen

W-27. Moreover, classic spondylitis of

an ankylosing type and juvenile rheu-

matoid patients with spondylitis are

W-27 positive in greater than 90 per-

cent of cases. Why spondylitis so char-

acteristically denotes the presence of a

histocompatibility locus is unknown,
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but favorite hypotheses include: 1) The
locus is the site of a virus (or virus

group) attachment to cells; or 2) Cer-

tain viral antigens carry similar anti-

genic determinants and are, therefore,

tolerated by the host. The wide preva-

lance of the antigen in this group will

clearly aid diagnosis and also pinpoint

those patients, and certain family mem-
bers, who should be screened for spon-

dylitis in the present or near future.

Evaluation of cell mediated immunity
in the rheumatic diseases is progressing

rapidly. Since delayed hypersensitivity

to key antigens may well be essential to

disease progression, testing the system

could indicate the intensity of such com-
mitment. Methods include routine skin

tests, and DNCB application, along

with stimulation by a neoantigen, key-

hole lympet hemocyanin (KLH) and
phytohemagglutinin (PHA) and con-

canavallin (CON A) stimulation of

lymphocyte populations. Complicating
PHA and CON A use has been the

recent demonstration that these agents

may stimulate B cells as well as T cells.

B cell enumeration is usually accom-
plished by virtue of IgG receptors, while

T cells may be counted by the sheep-cell

rosette test.

Recent results favor a generalized de-

pression of delayed hypersensitivity in

most rheumatic diseases, although not usu-

ally to the anergic depth seen in Hodgkin’s
patients, for example. In lupus, only na-

tive DNA appears to elicit this delayed re-

sponse, as expected, while other param-
eters are reduced until remission is at-

tained. A synovially located antigen in

rheumatoid arthritis also seems highly at-

tractive to mononuclears, while routine

skin tests draw scant attention of an

otherwise slightly reduced pool of T cells.

B cells, as predicted by the excess of

globulin production in the two diseases,

are both increased in number and activity.

Muscle antigens elicit lymphocyte trans-

formation in polymyositis, while arterial

antigens appear to do the same in poly-

myalgia rheumatica.

Immunosuppressive therapy is homing
in on disease suppression and disease

mechanisms. In rheumatoid arthritis,

thoracic duct drainage, a T-cell depletion

maneuver, appears to regularly induce re-

mission, but long-term Cytoxan adminis-

tration with T-cell rebound and continu-

ing B-cell suppression maintains remis-

sion as well. 5 Successes in rheumatoid ar-

thritis with high dose steroid suggest anti-

T-cell effects; the recent demonstrations

of T-cell suppression by chloroquine and

high-dose salicylate support this view. In

Wegener’s, low dose Cytoxan with simul-

taneous B and T-cell knockout works well,

again leaving unclear the question of

which suppression is more important.

Since exaggerations of both B- and T-cell

mechanisms in connective tissue disease

are likely, interruption of either system

may be sufficient for remission. In the

future, therapeutic intervention with

transfer factor and BCG are expected, for

reeducating the T-cell apparatus may turn

out to be as effective as suppressing it.

Similarly, use of other cytotoxic agents,

with selective effects upon T- or B-cell

populations, is expected to elucidate fur-

ther disease pathogenesis.
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Immunology in Nephrology—1975

I
MMUNOLOGIC techniques and princi-

ples have become increasingly impor-

tant in nephrology because of three major

developments. 1

4

The first is recent re-

search using animal models, which has

given new insight into work done in the

first part of this century. The second is

the development of immunofluorescent

staining techniques which could be ap-

plied to renal biopsy specimens, and third,

the expanding knowledge of the role of

complement. All of these things have cre-

ated great expectations regarding a role

for immunology in classifying and treat-

ing renal diseases more specifically than

has been possible, using morphologic

criteria alone.

Two forms of immunologically-induced

glomerular disease have been described

—

immune complex disease and antiglomeru-

lar basement membrane disease. These

have been studied in a variety of experi-

mental models, and there seems little

doubt that both types occur in man. An
immune complex is a discrete particle

formed by the combination of an antigen

and antibody in circulation. Immune com-

plex disease results from tissue deposition

of circulating antigen antibody complexes

(immune complexes) . When glomeruli are

affected, the process is referred to as im-

mune complex glomerulonephritis. The
localization of immune complexes along

the capillary basement membrane and

within the mesangium seems to be a pas-

sive process related to the physical prop-

erties of the complexes, or possibly to the

release of vasoactive amines rather than to

any antigenic specificity of the glomeru-
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lus for the complexes. In the second va-

riety, antiglomerular basement membrane
disease (anti-GBM disease) , there is a spe-

cific antigen-antibody reaction between
the glomerular basement membrane, which
is the antigen, and a circulating antibody

directed against it.

The animal model of immune complex
disease is serum sickness. This may be

produced in rabbits by injection of for-

eign serum or serum protein (usually bo-

vine albumin or gamma globulin). In re-

sponse, the rabbit produces an antibody

after several days, and immune complexes

are formed between these antibodies and
the circulating foreign protein. Over the

next few days, almost all of these com-
plexes, approximately 99.5 percent, are

removed by the reticuloendothelial sys-

tem. The small fraction of the total num-
ber that are deposited in the glomerulus,

produces a diffuse disease with prolifera-

tion of endothelial and mesangial cells and
neutrophilic infiltration. Morphologically,

this process is difficult to distinguish from
post-streptococcal glomerulonephritis in

man. It usually resolves rather quickly

and leaves little residual damage. If on the

other hand, repeated injections of foreign

protein are given to rabbits, some develop

chronic glomerular disease. 2 ' 3 On light

microscopy, there is diffuse thickening of

the capillary wall with little proliferation

of endothelial cells, much like membranous
glomerulonephritis. In other rabbits,

chronic serum sickness produces consider-

able proliferation and glomerulosclerosis,

resembling far advanced chronic glomeru-

lonephritis. These findings demonstrate

that immune complexes can be associated

with a wide spectrum of glomerular change
in the same animal with the same anti-

gen, simply by varying the timing of the

injection or dose. Conversely, different

antigens can produce identical morpho-

logic changes.
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Experimentally, viruses have also

been shown capable of producing im-

mune complex disease. In this situa-

tion, the virus itself may act as an

antigen, forming complexes with anti-

bodies produced in response, as in

serum sickness, but with the virus acting

as the foreign protein. A different mech-

anism for immune complex disease is seen

in NZB/W rats, which have a genetic

susceptibility to spontaneous autoimmune

disease, resembling systemic lupus with

nephritis. In this model, the virus acts

not only as the antigen, but also acceler-

ates the formation of autoantibodies which

then complex with autologous material in

the circulation, just as autoantibodies com-

plex with circulating autologous DNA in

lupus. In neither animal model does the

virus directly damage the kidney. Dixon

in the early 1960s proved it was the en-

tire immune complex, rather than the an-

tibody or the antigen alone, which was

responsible for the renal lesion. 3 His

studies demonstrated that injury occurred

only when complexes of antigen and anti-

body were deposited in tissue and that

neither antibody alone nor antigen alone

was injurious.

The second major type of immunologi-

cally induced renal disease, antiglomeru-

lar basement membrane disease, has been

produced experimentally in two forms.

The first is Masugi nephritis, or nephro-

toxic serum nephritis. Antibodies to glo-

merular basement membrane are raised

by injecting basement membrane material

from one species into another. When these

antibodies are injected, in the original

species, they attach to the basement mem-
brane and nephritis is produced. The sec-

ond model, called Steblay nephritis, is a

better model of spontaneously occurring

disease. Glomerular basement membrane
material in adjuvant, taken from other

species, is injected into sheep. Antibodies

develop in response to the injected base-

ment membrane and these antibodies

also react with the sheep’s own glomeru-

lar basement membrane, producing a

picture most closely resembling rapid-

ly progressive glomerulonephritis with

marked epithelial crescent formation. 1

In anti-GBM disease the antibody binds

directly to the basement membrane, as

opposed to immune complex disease in

which the basement membrane serves a

more passive role.

It was the development of immunofluo-

rescent staining techniques that made
these experimental findings clinically use-

ful. Antibody to IgG, IgM, IgA, and IgE,

complement, fibrinogen, or properdin

may be developed in animals, tagged

with fluorescein, and washed over

a fresh human biopsy specimen. If the

fluorescence produced is granular and

deposits along the capillary walls or

the mesangium, the appearance is

thought to be typical of immune com-

plex disease. The tagged antibody to im-

munoglobulin, usually IgG, is presumed to

attach to the antibody portion of the com-

plex. Immune complexes can also be iden-

tified by electron microscopy in the same
area as fluorescent staining as “dense de-

posits” along either side of the basement

membrane, or within the basement mem-
brane itself. In antiglomerular basement
membrane disease, the immunofluores-

cence is smooth and linear, possibly

because the tag is not attaching to a

relatively discrete particle as in com-
plex disease, but simply to an antibody

on the basement membrane.

To demonstrate the primary glomerular

deposition of antibodies or of antigen anti-

body complexes, as distinguished from
nonspecific accumulation of plasma pro-

teins in damaged glomeruli, specific anti-

gen and antibody must be eluted from the

glomerular lesions or identified in the cir-

culation to prove immune complex disease.

Specific antibodies must be eluted from
the glomerulus or demonstrated in the

serum to prove antiglomerular basement

membrane disease. This is true of Good-

pasture’s syndrome and some cases of rap-

idly progressive glomerulonephritis as ex-

amples of anti-GBM disease. For those
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diseases associated with immune complexes

in man, this is true of lupus nephritis,

possibly post-streptococcal nephritis, the

glomerulonephritis which follows ma-

laria, nephritis associated with bacterial

infection, and glomerulonephritis associ-

ated with Australian-antigen-positive hep-

atitis. In experimental animals because of

the availability of larger tissue samples

for elution studies, more examples of gran-

ular fluorescence have met the criteria for

proof of immune complex deposition.

Using immunofluorescent staining in bi-

opsy specimens, approximately 78 percent

of patients with morphologic and clinical

evidence of glomerulonephritis demon-

strate evidence of imunoglobulin deposi-

tion in the glomeruli. Of these, 95 percent

show a granular pattern typical of im-

mune complex disease, whereas only 5 per-

cent show the smooth linear staining typi-

cal of anti-GBM disease. The number
of examples of granular fluorescence

(immune complex disease) continues to

increase.

Table 1 lists some of the glomerular

diseases identified with granular deposits,

suggesting that these diseases do have an

immunologic basis and that the complexes

may be responsible for the observed func-

tional and morphologic changes. It is of

interest to note that in lupus nephritis,

as in experimental serum sickness nephri-

tis, several different morphologic pictures

(diffuse proliferative, focal proliferative,

membranous) are associated with what
appears to be the same immunologic pro-

cess. A possible role has been suggested

for antibodies or immune complex react-

ing with the tubular basement membrane
in the production of interstitial renal dis-

ease, and this may occur more frequently

than previously thought. A role for cell-

mediated immunologic damage in renal

diseases associated with mononuclear cell

infiltration has also been suggested, but

this has not received much experimental

support.

It has been proposed that complement
is the mediator of damage in glomerulo-

nephritis. This seems a reasonable as-

sumption, since it is known that the con-

sequences of complement activation include

increased vascular permeability, attraction

of polymorphonuclear leukocytes, enhance-

ment of phagocytosis and alterations in

cell membranes that lead to lysis and cell

death. The usual component measured is

C-3, and it is assumed when C-3 is low,

the complement cascade has been acti-

vated. Fluorescein-tagged antibodies to

complement fluoresce in the same areas

of the glomerulus as do the immunoglobu-
lins and glomerular deposition of comple-

ment may sometimes be demonstrated by

immunofluorescence although serum levels

of complement are normal. Unlike the

more recent demonstration of glomerular

complement deposition, since the early part

of this century serum complement levels

have been known to be low in some forms
of nephritis. Complement activation usu-

ally follows the classical route initiated by
antigen antibody interaction, starting at

C-l proceeding through C-3 to the remain-

ing steps. An alternate route for com-
plement activation entering at C-3 has also

been described, although this is not a true

immunologic reaction, since it is not ini-

tiated by antigen antibody interaction, but

by complex polysaccharides, such as zy-

mosan or inulin. C-l, C-2, and C-4 levels

are unchanged in alternate pathway ac-

tivation as they are bypassed, but C-3

levels are decreased in both forms. The
most common example of classical path-

way activation is seen in lupus, where
levels of C-2 and C-4, as well as C-3 are

lowered, while the most common example

of alternate pathway activation is mesan-

giocapillary glomerulonephritis (hypocom-

plementemic glomerulonephritis in chil-

dren) where C-2 and C-4 levels are un-

changed, though again C-3 is decreased.

In alternate pathway activation, proper-

din may be found in the glomeruli, and

(levels are) decreased in the serum. It

is used in the initial step of this pathway.

Immunofluorescent techniques and in-

creased understanding of complement have

1
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added a new dimension to the clinical

practice of nephrology. Idiopathic focal

glomerulonephritis, possibly the same en-

tity as benign hematuria in children, has

been shown in many cases to be associated

with mesangial deposition of complement,

IgA and IgG. These characteristic find-

ings are seen only on immunofluorescence.

The finding of mesangial IgG and IgA

separated this condition from the multiple

causes for focal proliferative changes

based on morphologic criteria alone. Im-

munofluorescence has also proved useful in

differentiating minimal change nephrotic

syndrome or lipoid nephrosis from very

early membranous glomerulonephritis.

Since the latter is slowly progressive and

responds less well to therapy, an early spe-

cific diagnosis is important prognostically.

Changes in the amount of immunofluo-

rescent staining, as well as changes in the

number of dense deposits seen in elec-

tron microscopic sections, may be used to

follow response to therapy in lupus ne-

phritis. Changes in the serum level of

complement may be used prognostically in

acute glomerulonephritis, as a measure

of therapeutic response in lupus nephritis,

and diagnostically in mesangiocapillary

nephritis .

5

Although there seems to be no doubt

that immunologic phenomena are associ-

ated with many forms of glomerulone-

phritis, there may be good reason to doubt

their pathogenetic significance in all sit-

uations in which they are observed .

6 First,

immunofluorescence has been demon-

strated in diseases which have never been

thought to have an immunologic basis,

such as diabetic glomerulosclerosis and

renal vein thrombosis. Smooth, linear im-

munofluorescence, thought to be typical of

anti-GBM antibodies, has been demon-

strated so often in normal biopsies that

it has been suggested this diagnosis not

be made unless antibodies can be eluted

from the glomerulus or found in the cir-

culation, in addition to immunofluores-

cence. Second, although the alternate path-

way of complement activation is thought

to be important in mesangiocapillary glo-

merulonephritis, when this pathway is ac-

tivated in rabbits no significant increase

in the incidence of glomerulonephritis oc-

curs .

7 Third, the role of complement in

glomerular injury is also challenged by
finding that one-third of cases showing

immunofluorescent staining typical of

anti-GBM antibodies have no accompany-
ing deposits of complement and no lower -

TABLE i*

I.

II.

HUMAN GLOMERULONEPHRITIS ASSOCIATED WITH GLOMERULAR GRANULAR
IMMUNOFLUORESCENCE
Serum sickness, post-streptococcal glomerulonephritis,

SBE, infected ventriculo-atrial shunts, hepatitis,

carcinoma, lymphoma, leukemia, systemic lupus erythematosus,

thyroiditis, cryoglobulinemia, secondary syphilis,

malarial nephrosis

Penicillamine, gold, heroin, leprosy, schistosomiasis,

filariasis, infectious mononucleosis, varicella,

Landry-Guillain-Barre-Strohl syndrome, idiopathic

membranous glomerulonephritis, nephritis in periarteritis

nodosa, IgA - IgG nephropathy, mesangiocapillary

glomerulonephritis

Antigen or specific

}

antibody or both

j

identified in glomerulus

J

1

|

Antigen or specific

[
antibody not identified

[

but granular immunoglobulin

|

deposits in glomeruli

J

HUMAN GLOMERULONEPHRITIS ASSOCIATED WITH GLOMERULAR LINEAR
IMMUNOFLUORESCENT DEPOSITS
Glomerulonephritis of Goodpasture’s syndrome, \ . .

some cases of rapidly progressive or chronic
J

sPeciflc anti-GBM anti o y

glomerulonephritis '
identified.

* Modified from Wilson 1 and McClusky3

GBM= glomerular basement membrane
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ing of the serum complement level. Fi-

nally, it is known experimentally that se-

rum sickness produces typical prolifera-

tive glomerulonephritis in animals whose

serum has been depleted of complement

by the addition of cobra venom. The ne-

phritis produced in the situation is as se-

vere as that in animals with initially nor-

mal complement levels. Although expla-

nations have been proposed to answer

these inconsistencies, it seems clear that

for complement activation as for glomeru-

lar immunoglobulin deposition, associa-

tion does not prove pathogenicity. The
ubiquity of immunologic phenomena in

glomerular disease may be cause for

healthy skepticism concerning the role

of these phenomena in the wide variety

of glomerular diseases in which they

have been described.
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Testing Adrenal Function—1975
JOSEPH E. LOEWENSTEIN, MD

Shreveport

THE adrenal cortex is capable of syn-

thesizing at least five categories of

hormones: glucocorticoids, mineralocorti-

coids, androgens, estrogens, and pro-

gesterone. Normally and in most patho-

logic circumstances only the first three

are secreted in significant amounts. This

discussion will be limited to the evaluation

of hypoadrenalism, glucocorticoid excess

(Cushing’s syndrome), and adrenal hy-

pertension.

Glucocorticoids. Glucocorticoids have an

enormous variety of metabolic effects

which include mobilization of amino acids,

stimulation of gluconeogenesis, and vari-

ous effects on lipid metabolism. Cortisol

is the major active glucocorticoid secreted

in humans. Its synthesis occurs mainly in

the zona fasciculata and zona reticularis

of the cortex and is largely under the con-

trol of ACTH. A “thermostat” in the pi-

tuitary-hypothalamic unit monitors the

concentration of cortisol in plasma and

regulates the secretion of ACTH accord-

ingly.

About 90 to 95 percent of cortisol in

plasma is bound to plasma protein. This

situation is analogous to that of thyroid

hormone, and the concentration of cortisol-

binding globulin (CBG), the major bind-

ing protein, like thyroxine-binding globu-

lin, is elevated by estrogens. Only the

small concentration of unbound cortisol

is metabolically active, but this is difficult

to measure clinically at present, and cur-

rent assays for plasma cortisol measure

the total amount in plasma. Cortisol is

metabolized chiefly in the liver to a num-
ber of different compounds, which are

From the Section of Endocrinology, Depart-

ment of Medicine, L.S.U. School of Medicine in

Shreveport, Shreveport, Louisiana 71130.

This paper was presented at the Louisiana-

Mississippi Regional Meeting of the American
College of Physicians, Shreveport, Louisiana, Jan-

uary 24, 1975.

then secreted in the urine. These meta-

bolic by-products are the substances which

are chiefly measured by the urinary ste-

roid assays to be discussed below (17- hy-

droxy and 17-ketogenic steroids).

Mineralocorticoids. The major biologi-

cal effect of mineralocorticoids is the stim-

ulation of sodium retention and potas-

sium excretion by the distal tubule of the

kidney. Aldosterone, the chief mineralo-

corticoid in humans, is secreted mainly by
the outermost layer of the adrenal cor-

tex, the zona glomerulosa. The secretion

of aldosterone is controlled by at least

three factors: the renin-angiotensin sys-

tem, serum potassium concentration, and

ACTH. 1 ' 3 The renin-angiotensin system

operates in the following way: the renal

juxtaglomerular apparatus responds to a

number of stimuli including hypovolemia

and renal hypoperfusion by secreting

renin, an enzyme which acts on a circu-

lating globulin (angiotensinogen, renin

substrate) to split off a 10-amino acid

fragment called angiotensin I. Two more
amino acids are split from angiotensin I

in the pulmonary circulation, and the re-

maining octapeptide (angiotensin II) is

both a potent vasopressor and stimulator

of aldosterone secretion. Thus sodium de-

pletion stimulates aldosterone secretion

through the renin-angiotensin mechanism.

On the other hand, serum potassium acts

directly on the adrenal cortex, hyperkale-

mia stimulating aldosterone secretion and

hypokalemia inhibiting it. Under normal

circumstances, ACTH plays only a minor
role in regulating aldosterone secretion.

Hormone Assays

Urinary Excretion Tests

Urinary excretion tests generally mea-

sure the amount of a substance excreted in

the urine in a 24-hour period. Usually one

or more metabolically inactive by-prod-

ucts of a hormone are measured, although
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it is now possible to measure urinary cor-

tisol and aldosterone directly. In either

case, the assumption is made that the rate

of urinary excretion is proportional to the

rate of secretion of hormone by the adre-

nal cortex. This assumption is reason-

ably valid for diagnostic purposes, but it

is necessary to make certain that speci-

mens are properly collected and preserved,

accurately timed, and assayed by a reliable

laboratory.

1 7-ketosteroids. The test for urinary

17-ketosteroids detects steroids with a keto

group at the 17 position (Fig 1), which

includes adrenal androgens and their de-

rivatives. Derivatives of cortisol comprise

only a very small fraction of urinary 17-

ketosteroids, and thus this test is not suited

for the measurement of cortisol secretion;

its proper use is the assessment of adrenal

androgen secretion.

17-hydroxy steroids. Cortisol, its im-

mediate precursor 11-deoxycortisol (also

called compound S), and many of their

derivatives have a hydroxyl group and a

specific side chain at the 17 position

(Fig 1). Steroids with this configuration

react with phenylhydrazine to give a yel-

low color (called the Porter-Silber reac-

tion). About 30 percent of urinary 17-hy-

droxy steroids are derived from cortisol,

and this is a reasonably good, test of cor-

tisol secretion.

TTR~nH

17-ketosteroids 1 7-hydroxy steroids

Fig 1. Substituents at the 17 position of

17-keto and 17-hydroxy steroids.

17-ketogenic steroids. All those com-
pounds which are measured as 17-hydroxy

steroids and a number of additional com-

pounds can be oxidized to 17-ketosteroids

and are thus called 17-ketogenic steroids. In

practice, 17-ketosteroids originally pres-

ent in the urine are removed by reduction

before the other compounds are oxidized.

About 20 percent of 17-ketogenic steroids

are derived from cortisol, and this method

is reasonably accurate in assessing cortisol

secretion except when there is an enzy-

matic defect in cortisol biosynthesis; in

this case certain cortisol precursors and

their derivatives, which are measured as

17-ketogenic steroids, may give elevated

values when cortisol secretion is in fact

normal or low. The measurement of 17-

hvdroxy steroids is more specific for cor-

tisol secretion and is to be preferred if

available.

Urinary aldosterone. Urinary excretion

of aldosterone can be measured either

chemically or by displacement binding

radioassay. Its use has largely been sup-

planted by newer techniques for measur-

ing plasma aldosterone concentration by

radioimmunoassay.

Assay of Plasma Hormone
Concentration

Plasma cortisol. Cortisol can be mea-

sured in plasma using the Porter-Silber

reaction, fluorescent techniques, or dis-

placement binding radioassay. The first

two methods are prone to interference

from drugs, and the the last method is

now the most accurate. There is a diurnal

variation in plasma cortisol concentration,

with the highest values generally being

obtained between midnight and 8 am and

the lowest values in the late afternoon

and early evening hours. In addition, cor-

tisol is secreted in bursts, and the plasma

concentration may vary over a two-fold

range during relatively short periods. Thus
diagnostic conclusions should not be based

on a single baseline measurement of plas-

ma cortisol concentration, either normal

or abnormal.

Plasma renin activity. The most com-

mon method for measuring plasma renin

activity is now radioimmunoassay of the

rate of angiotensin I formation in plasma.

The same factors which influence plasma

216 J. Louisiana State M. Soc.
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aldosterone concentration will also influ-

ence plasma renin activity in much the

same way. Thus, normal values will de-

pend upon the clinical circumstances un-

der which the sample was obtained as well

as the method of assay. 1

Other assays. Radioimmunoassays for

other substances such as ACTH and 11-

deoxycortisol (the immediate precursor of

cortisol) are now commercially available.

Their use will be described below.

Application to Clinical Situations

In general, baseline measurements of

plasma hormone concentration or urinary

excretion are not sufficient to diagnose

disorders of adrenal function accurately.

Specific stimulatory or suppressive ma-
nipulations are required in various clinical

circumstances and will be discussed ac-

cordingly.

Hypoadrenal ism

Hypoadrenalism may be either primary

or secondary to ACTH deficiency. Pri-

mary adrenal insufficiency is character-

ized by a deficiency of all adrenal cortico-

steroids, whereas some degree of mineralo-

corticoid secretion is maintained in ACTH
deficiency. Thus the clinical manifesta-

tions of primary adrenal insufficiency will

differ to some extent from those of ACTH
deficiency. In primary hypoadrenalism,

the pituitary-hypothalamic thermostat de-

tects a deficiency of cortisol and accord-

ingly secretes large amounts of ACTH to

stimulate the lagging adrenals. This has

two important consequences: first, me-

lanocyte-stimulating hormone (MSII) is

secreted along with ACTH, and this pro-

duces hyperpigmentation, which is a clin-

ically useful sign; second, radioimmuno-

assay of plasma ACTH concentration is

commercially available, and an elevated

plasma ACTH under non-stressful circum-

stances is indicative of primary adrenal

insufficiency if plasma cortisol is persis-

tently low.

Metyrapone test. Diagnostic procedures

for hypoadrenalism must determine wheth-

er or not hypoadrenalism is present and

whether it is primary or secondary. The

measurement of plasma cortisol concen-

tration is of only limited usefulness be-

cause of the wide variations in concentra-

tions that may be encountered in normal

persons. Likewise, baseline urinary 17-

hydroxy or 17-ketogenic steroids are also

of limited usefulness; these tests are rela-

tively inaccurate at the lower end of the

normal range and are seldom done with

enough proficiency to distinguish between

low and normal values. Proof of hypo-

adrenalism requires the demonstration

that the adrenal-pituitary-hypothalamic

axis does not respond to appropriate

stimuli. Two tests are commonly used.

The first of these is the metyrapone test

(Fig 2). Metyrapone (Metopirone®) in-

hibits the last step in the synthesis of cor-

tisol. When metyrapone is given to a nor-

mal person (750 mg by mouth every four

hours one to three days) the plasma cor-

tisol concentration falls rapidly. This in

turn stimulates the secretion of ACTH,
which stimulates the adrenal. Compound
S accumulates behind the metabolic block

and escapes into the blood; it and its me-
tabolites are excreted in the urine, pro-

ducing at least a two-fold rise in 17-hy-

droxy or 17-ketogenic steroid excretion.

An intravenous infusion of 30 to 35 mg/kg
can also be given over four hours; plasma

11-deoxycortisol is measured just before

and at the end of the infusion; at least

a two-fold rise is found in normal sub-

jects. 4 A lack of response to metyrapone
indicates that some component of the adre-

nal-pituitary-hypothalamic system is not

functioning, but the test does not deter-

mine the site of the problem unless plas-

ma ACTH is also assayed during the test.

ACTH Cortisol ACTH Cortisolw 1 1-deoxy-

q j> cortisol

Baseline Metyrapone

Fig 2. Response to metyrapone in a normal

subject.
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Cosyntropin stimulation. The other test

used to diagnose hypoadrenalism is stimu-

lation of the cortex with cosyntropin, a

synthetic peptide having the sequence of

the first 24 amino acids of human ACTH.
Cosyntropin lacks the portion of the ACTH
molecule with interspecies variations in

amino acid composition and thus is non-

allergenic; it should be used instead of

ACTH, which is generally of bovine origin.

An infusion of 0.25 mg cosyntropin is

given over an eight-hour period begin-

ning at 8 am. Plasma cortisol concentra-

tion is measured before and at the end

of the infusion; at least a two-fold rise

and an absolute increase of 15p.g percent

are seen in normal subjects. Urinary 17-

hydroxy or 17-ketogenic steroid excretion

(beginning at 8 am the day of the infu-

sion) may also be measured and should

be at least twice that during a 24-hour

control period. Patients with ACTH de-

ficiency may not respond on the first day

of cosyntropin infusion because of the long

period of adrenal inactivity preceding the

test. If the infusion is repeated on succes-

sive days, a stepwise increase in response

will occur. Tests for hypoadrenalism are

summarized in Table 1.

Cushing’s Syndrome

Establishing the existence of Cushing’s

syndrome by dexamethasone suppression.

Plasma cortisol concentration is often ele-

vated in Cushing’s syndrome, and diurnal

variation is generally lost; in many cases,

however, plasma cortisol concentration

may be in the normal range. Likewise,

urinary 17-hydroxy and 17-ketogenic ste-

roid excretion, too, may be in the normal
range, and obese persons without Cush-
ing’s syndrome normally have a mild ele-

vation of urinary steroid excretion. 5 Thus
the diagnosis of Cushing’s syndrome de-

pends upon the demonstration that corti-

sol secretion cannot be siippressed by the

administration of exogenous glucocorti-

coids. In a normal subject, replacement
dosage of glucocorticoids suppresses ACTH
secretion, which in turn is followed by
a reduction in cortisol secretion (Fig 3).

Dexamethasone is the the synthetic ste-

roid usually chosen for this test because

it has such high biologic potency per mg
that not enough is given to affect the

measurement of either plasma cortisol

concentration or urinary steroid excretion.

If a normal individual is given dexametha-

sone 0.5 mg every six hours for one or

two days, urinary 17-hydroxy and 17-keto-

genic steroid excretion falls to less than

50 percent of control, and plasma cortisol

concentration is suppressed to essentially

unmeasurable levels. 6 A single dose of

1 mg dexamethasone given to a normal

subject between 10 pm and midnight usu-

ally suppresses plasma cortisol to un-

measurable levels at 8 o’clock the follow-

ing morning; 7 this procedure is useful for

outpatient screening. Failure to suppress

after a single dose of dexamethasone does

not prove the existence of Cushing’s syn-

drome, and a full-scale dexamethasone
suppression test then becomes necessary.

ACTH Cortisol ACTH Cortisol

Baseline Dexamethasone

Fig 3. Dexamethasone suppression of cortisol

secretion in a normal subject.

Determining the etiology of Cushing’s

syndrome. Once the existence of Cushing’s

syndrome has been demonstrated, it is

necessary to determine the specific etiol-

ogy by extending the dexamethasone sup-

pression test. The most common cause of

Cushing’s syndrome is Cushing’s disease,

which is characterized by pituitary hyper-

secretion of ACTH and bilateral adrenal

hyperplasia. (Cushing’s syndrome is a gen-

eral term, whereas Cushing’s disease im-

plies a specific etiology; 51 the two terms
should not be used interchangeably.) The
basic defect in Cushing’s disease appears
to be a re-setting of the pituitary-hypo-

thalamic thermostat to maintain plasma

218
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cortisol at higher-than-normal concentra-

tions. Plasma ACTH concentration is gen-

erally normal or elevated, even though

plasma cortisol concentration is elevated

(Fig 4). However, if plasma glucocorti-

coid activity is increased enough (for ex-

ample by the administration of dexametha-

sone 2 mg every six hours for one or two

days), ACTH secretion is suppressed and

urinary excretion of 17-hydroxy and 17-

ketogenic steroids falls to less than 50 per-

cent of baseline;6 plasma cortisol concen-

tration is likewise suppressed (Fig 4).

Fig 4. Dexamethasone suppression in Cush-

ing’s disease. The pituitary-hypothalamic “ther-

mostat” is re-set to maintain an abnormally high

plasma cortisol concentration. The lower dose of

dexamethasone does not suppress ACTH secre-

tion, but the higher dose does.

An autonomously functioning adrenal

tumor is the second most common cause

of Cushing’s syndrome, accounting for

about 25 percent of cases. Most function-

ing adrenal tumors are benign, but at

times it is difficult to make the distinc-

tion preoperatively. Functioning adrenal

carcinomas tend to have a more rapid

onset of symptoms, symptoms are general-

ly more severe, and evidence of excessive

androgen secretion is present in about half

the cases.

Adrenal tumors function autonomously
and have no thermostatic regulation. Their

hypersecretion of cortisol suppresses en-

dogenous ACTH secretion (Fig 5). Plas-

ma ACTH concentration will be low, and

exogenous glucocorticoids will not sup-

press secretion by the tumor; thus there

is no response to dexamethasone in either

high or low dosage. 6 Once the chemical

diagnosis of an adrenal tumor is made,

radiologic procedures (retroperitoneal

pneumography or selective adrenal ar-

teriography) should be done to locate the

tumor.

Dexamethasone
Baseline 2 mg q 6 hr

Fig 5. Dexamethasone suppression in Cush-

ing’s syndrome due to an adrenal tumor. ACTH
secretion is already suppressed, and the addition

of dexamethasone has no effect on cortisol secre-

tion by the tumor.

The least common cause of Cushing’s

syndrome is the ectopic production of

ACTH by a non-adrenal malignant tumor,

usually an oat cell carcinoma of the lung.

The weight loss produced by the underly-

ing carcinoma may mask the usual signs

and symptoms of Cushing’s syndrome.

Wherever a patient with a lung tumor or

other malignancy develops an abnormal

glucose tolerance test, unexplained hypo-

kalemic alkalosis, or hyperpigmentation,

ectopic ACTH secretion should be sus-

pected. ACTH is usually secreted by these

tumors without thermostatic control, and

therefore plasma ACTH is normal or ele-

vated, and cortisol secretion cannot be

suppressed by dexamethasone in any dos-

age (Fig 6). A summary of the differ-

Fig 6. Dexamethasone suppression in Cush-

ing’s syndrome due to ectopic production of

ACTH. Pituitary secretion of ACTH is already

suppressed by the elevated plasma cortisol con-

centration, and the tumor ectopically secreting

ACTH lacks a “thermostat” for cortisol. Thus,

the addition of dexamethasone has no effect on
cortisol secretion.
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ential diagnosis of Cushing’s syndrome is

given in Table 2.

Adrenal Hypertension

In the past few years, it has become ap-

parent that 20 to 30 percent of patients

previously said to have essential hyper-

tension exhibit many of the features of

primary hyperaldosteronism except that

aldosterone secretion is either normal or

low. Nevertheless, these patients seem to

have an expanded plasma volume, and as

a result, renin secretion is suppressed.

Thus, these patients have been grouped

together under the heading of low-renin

hypertension. 9 The excellent response of

these patients to treatment with mineralo-

corticoid antagonists such as spironolac-

tone10 and the excellent prognosis that

these patients have compared with other

patients with essential hypertension have

made it important to identify these pa-

tients. An understanding of the diagnosis

of low-renin hypertension rests on an un-

derstanding of the diagnosis of primary

hyperaldosteronism.

Primary hyperaldosteronism. Diagnos-

tic procedures must demonstrate that the

plasma aldosterone concentration is in-

appropriately elevated and that the secre-

tion of aldosterone is autonomous (not be-

ing driven by the renin-angiotensin mecha-

nism). All tests should be performed in

the absence of diuretics or other drugs

which affect renin and aldosterone secre-

tion. 1 If a normal subject is fed a low-

sodium diet (10 mEq/day) for three days

or given 80 to 120 mg of furosemide the

night before the sample is obtained, plas-

ma renin activity will be quite high after

the patient has been in the upright pos-

ture for several hours or has exercised. 1

In patients with primary hyperaldosteron-

ism these procedures are not sufficient

to produce sodium depletion, so plasma

renin activity remains low under these

circumstances.

Volume expansion will suppress aldoste-

rone secretion in a normal subject by sup-

pressing renin secretion but will have little

effect on aldosterone secretion in a pa-

tient with primary hyperaldosteronism

because aldosterone secretion is autono-

mous. Plasma aldosterone concentration

or urinary aldosterone excretion should

be measured after any of several volume-

expanding maneuvers: high-sodium diet

(100 mEq or more/day) with injections

of deoxycorticosterone acetate 10 mg IM
every 12 hours for three days, 11 fludrocor-

tisone acetate,1213 or saline infusion. 14

Once a diagnosis of primary hyperal-

dosteronism has been confirmed by the

above techniques, it is necessary to deter-

mine whether the patient has an adenoma
or bilateral hyperplasia. About two-thirds

of the cases are due to an aldosterone-

producing adenoma, usually unilateral, and

almost always benign. The less common
cause is called idiopathic hyperaldostero-

nism; in this situation the zona glomeru-

losa of both adrenals appears hyperplas-

tic or nodular. Rarely this latter type is

responsive to ACTH control and can be

suppressed by dexamethasone. The dis-

tinction between adenoma and hyperplasia

is best made by bilateral adrenal vein

catheterization. 15 In the case of the uni-

lateral adenoma, aldosterone concentra-

tion will be high in blood draining from

the involved adrenal but will be approxi-

mately the same as that in peripheral

plasma when sampled from the side of the

normal adrenal. In the case of bilateral

hyperplasia or bilateral adenomas, aldos-

terone concentration will be elevated in

blood draining from both adrenals. Retro-

grade adrenal venography can be per-

formed after the blood samples are ob-

tained, but small adenomas are often

missed.

Low-renin Hypertension. Patients with

low-renin hypertension respond to sodium-

depletion or furosemide just as do pa-

tients with primary hyperaldosteronism;

their plasma renin activity does not rise.

However, their plasma aldosterone concen-

tration is normal or appropriately low

after salt-loading. It has been postulated

that these patients hypersecrete a miner-
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alocorticoid other than aldosterone which

has yet to be identified. In support of this

hypothesis, there has been one report of

cure or improvement of hypertension after

bilateral adrenalectomy in a small series

of these patients, 16 and some of these have

been found to have increased secretion of

lS-HO-deoxycorticosterone, 0 a mineralo-

corticoid not previously thought to be se-

creted by the human adrenal cortex.

Loiv-renin hypertension should be the

first diagnosis looked for in patients with

newly discovered hypertension because

these patients respond so well to appro-

priate treatment and because it is at least

20 times more common than all other so-

called curable forms of hypertension put

together. Initial screening (plasma renin

activity after low-sodium diet or furo-

semide) can be done easily on an out-

patient basis; only those patients whose

plasma renin activity is not suppressed

need be subjected to intravenous pyelog-

raphy and the other procedures tradi-

tionally associated with the “hypertension

workup.” Screening should be deferred

until several weeks after discontinuation

of diuretics (several months after discon-

tinuation of spironolactone) because these

drugs restore renin responsiveness for

prolonged periods. 17 Other drugs known
to affect the secretion and measurement
of renin include progestational agents, es-

trogens, hydralazine, propranolol, and

levodopa; 1 they should be discontinued

during testing.
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Calcification in Cardiac Aneurysm

Calcification occasionally occurs in

the wall of an aneurysm that develops

at the site of an old myocardial infarction.

The earliest reports of roentgenographic

demonstration of calcified cardiac aneu-

rysms appeared over 50 years ago. 3 Brean

and co-workers, 2 reported a series of 14

cases; they found that all had enlarged

hearts and prominent left ventricles. The

calcifications varied from small plaques

to massive areas of calcification.

More recently, Kurtzman3 suggested

that calcification begins within a few

weeks after infarction but is usually not

visible in roentgenograms before the pas-

sage of a year.

Report of a Case

Dr. P. A. had a medical examination at age 30

(1929) and was considered normal. By chance,

a radiograph is still available of that time, show-

ing a normal cardiac size and contour (Fig 1).

When he was examined in 1952, he gave a his-

tory of having had a coronary occlusion five

years previously. Radiographs of the chest (Fig 2)

showed typical findings of a left ventricular

aneurysm, with calcification in the wall. He led

a relatively restricted life and had minimal car-

diac symptoms. Eleven years later, the cardiac

size and contour had not changed appreciably

but there was much more calcification visible in

the myocardial aneurysm (Fig 3, 4). Unfor-

tunately, we have not been able to document the

subsequent course of his life.

Comment
Calcium salts are deposited in the myo-

cardium after necrosis occurs in areas of

severe ischemia. When seen in roentgeno-

grams, the calcium appears as linear or

From the Departments of Radiology and Ra-

diation Therapy, Alton Ochsner Medical Foun-
dation and Ochsner Clinic, New Orleans.

Reprint requests to Department of Medical

Communications, 1514 Jefferson Highway, New
Orleans, Louisiana 70121.

i /> _ T

Fig 2. Radiograph showing cardiac enlarge-

ment, prominent left ventricle, and calcification

in the myocardium (1952).
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Fig 3. Lateral radiograph showing the calci-

fication in aneurysm (1963).

plaque-like collections that follow the out-

line of the ventricle. Characteristically,

the ends of the calcifications curve into

the heart shadow, at the margins of the

aneurysm. This helps to differentiate this

condition from pericardial calcification.

Kurtzman3 reported that the calcification

of myocardial infarcts does not affect

prognosis beyond the relationship to in-

farction, and that some patients have been

followed for as long as 20 years. The pa-

tient illustrated here is known to have

Fig 4. Close-up of extensive calcium in wall

of myocardium (1963).

lived at least 11 years with visible calci-

fication in a large cardiac aneurysm.
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can contact you
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of pocket pagers ("Beepers").
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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vwdical Grand Roun
from

Touro Infirmary

Mycobacterium kansasii, Aortic Stenosis and

Antimicrobial Related Hepatitis

Edited by SYDNEY JACOBS, MD
New Orleans

Dr. Parveen Anand: (a) A 65-year-old

hard-working and “90-pack-years” cig-

arette smoking white male baker pre-

sented at Touro Infirmary two weeks

after he first noted weakness, weight

loss and anorexia. We found him deep-

ly jaundiced, lethargic and unable to

move his lower extremities. Apparently

he had had symptoms of chronic ob-

structive lung disease for about seven

years without seeking medical attention

until five months ago when he consulted

an allergist for what he termed “asth-

ma” which had occurred while he was

< a)Intern, Department of Medicine, Touro In-

firmary.

working overtime at the bakery during

a hurricane.

The allergist directed him to an in-

ternist who found physical signs of

aortic stenosis, physiological testing

evidences of obstructive airway disease

and radiological signs of a right apical

lung lesion. After M. kansasii had been

isolated from the sputum, the patient

was admitted to a tuberculosis pavilion

of a local hospital. Here he was treated

with rifampin, isoniazid and ethambu-
tal. On the suspicion of congestive

heart failure complicating hypertensive

cardiovascular disease, he was also

given Lasix and Aldactone. He was
released from the tuberculosis sana-
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Across the
street,

but
worlds away.

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We’ve catered

to our distinguished guests

"from across the street” for a

good many years now. . . and
we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.
For reservations, call 524-0581

The Pontchartrain
Hotel

“Where dining in the Caribbean Room
is only one of your pleasures”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

torium after four months of such ther-

apy and returned to the care of his

internist in the hope that suitable prep-

arations could be made for cardiac

catheterization and surgical correction

of the aortic stenosis. Two weeks later,

he began to lose his appetite and noted

also that he was passing dark urine.

One day he suddenly became intensely

nauseated.

On admission, he appeared to be a

lethargic, poorly nourished “barrel-

chested,” deeply jaundiced man. Vital

signs were : temperature 98.6°
;
blood

pressure 80/50; and pulse rate 70.

There were harsh bronchial breath

sounds and a grade III/VI systolic mur-

mur over the aortic area, questionable

hepatomegaly, and motor loss in the

lower extremities despite sensory pres-

ervation. Our impressions were : Chron-

ic obstructive lung disease, atypical

mycobacteriosis, aortic stenosis, arterio-

sclerotic cardiovascular disease and
hepatitis of unknown origin.

Dr. Robert Parkman: (b) On the chest

film, the mediastinum appears to be
normal in width, but there are hilar

calcifications bilaterally. This cardiac

silhouette is grossly enlarged with dom-
inant left ventricular configuration.

Fibrotic changes appear at the apices

of both lungs
;
each lung presents much

pleural scarring and multiple bullae

with blunting of the left costophrenic

angle and tenting of this hemidia-
phragm. Overlying the upper third of

the left lung is a small pneumothorax.
In serial studies after admission, the

heart appears to be increasing in size.

Dr. Nancy Fishback: (c) We noted
that he was in acute respiratory failure

(blood gas pC02 68, p02 58 pH 7.16

while breathing room air). He was not
anemic, but he was hyponatremic with
blood sodium only 124 mEq/L. We

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG, President

PETER R. SHEPHERD, General Manager

( b) Resident, Department of Radiology, Touro
Infirmary.

(c) Resident, Department of Medicine, Touro
Infirmary.

n Member, Preferred Hotels Association.
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asked: “What kind of hepatitis is

this?”. There were several etiologies:

The INH, the disease itself causing fatty

infiltration and serum hepatitis.

Dr. Sydney Jacobs: (d) How did you

go about trying to resolve these prob-

lems?

Dr. Fishback: The laboratory data

(bilirubin 14.4, SGOT 1,810, SGPT
1,330, and alkaline phosphatase 21)

told us that his liver dysfunction prob-

ably was not a cholestatic process. He
had at first a fairly decent urinary out-

put; later on, it became very low. Our
neurology consultant attributed weak-
ness of the lower extremities to Guillain-

Barre syndrome and/or toxic neurop-

athy due to INH. The third day, bili-

rubin rose and the SGOT dropped
while the alkaline phosphatase re-

mained low, but the patient became
increasingly lethargic and dyspneic de-

spite oxygen therapy; so steroids were
given.

Dr. Jacobs: What was the reason for

using the steroids ? What was the hope ?

Dr. Walter Trautman: (e) We hoped
that steroids might increase the blood

sodium, decrease mental confusion and
relieve any inflammatory process ob-

structing bile flow
;

it helped his shock-

like state. We concluded that his hy-

ponatremia was related to hepatorenal

syndrome and to hypervolemia so we
restricted water intake

;
but he died

before his electrolytes were in balance.

Dr. Aziz Ramos: (t) I saw three cases

of M. kansasii infections with a picture

of adrenal shock. I remember the first

one who could not tolerate any anti-

tuberculosis drugs, and his treatment
had to be stopped because he was

(d) Chief, Department of Medicine, Touro In-

firmary; Clinical professor of medicine, Tulane
University School of Medicine.

Clinical assistant professor of medicine, Tu-
lane University School of Medicine.

(OIntern, Department of Medicine, Touro In-

firmary.

almost in shock, hypovolemic with low

sodium and renal involvement.

Dr. Trautman: That’s a very inter-

esting observation, but I don’t think he

had adrenal failure. He was hypervo-

lemic rather than hypovolemic.

Dr. Fishback: The hepatorenal syn-

drome was suspected because of oli-

guria, hepatic failure and low urinary

osmolality; but we couldn’t find any
reason to believe that whatever caused

the liver to fail also affected the kid-

neys.

Dr. Jacobs: Was there any evidence

of liver disease before he received INH ?

Dr. Trautman: Initially, he had nor-

mal values for total protein, bilirubin,

transaminases and alkaline phospha-

tase.

Dr. Jacobs: What was the cause of

the pneumothorax?

Dr. Stephen Herbert: (s) This unfor-

tunate individual had a history of chron-

ic shortness of breath for several years

and x-ray evidence of hyperinflation,

low, flat diaphragms with areas of hyper-

transradiancy and bullous formation not

shown by his “pre-Touro admit” x-rays.

He also had a well documented M.
kansasii infection of the lung which was
treated with adequate chemotherapy
from September to January. This treat-

ment may have led to his death because

it’s likely that his fulminating hepatitis

may have been related to either INH
or rifampin or both. The mycobacteri-

osis, itself, didn’t seem to be causing

any trouble. He was bilaterally hyper-

resonant with equal transmission of

breath sounds; so he had a loculated

recent pneumothorax. On admission,

while breathing room air, he had mod-
erately severe hypoxemia (p02 58),

moderate hyperventilation (pC02 of

28), and until the day he died there

was no significant change in his blood

(s) Director, Division of Pulmonary Diseases,

Touro Infirmary; Clinical associate professor of

medicine, Tulane University School of Medicine.

\
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The question
will come up

What should a girl, unwed and in need

of help do, when she finds herself

pregnant?

If you will refer her to us—the

Volunteers of America—we will make
certain that she is well cared for and

her baby is given the opportunity for a

healthy, happy life. Our services include

full pre-natal, delivery and post-natal

care in modern, attractive surround-

ings— counseling by trained and com-
passionate professionals and placement

of the infant through adoption, if

desired.

For a confidential discussion, phone
Mrs. O'Brien of the Volunteers of

America in New Orleans (504) 891-7713.

J

gases. With 28 percent inspired oxygen

concentration delivered by a ventimask,

he had a p02 of 75; so I don't think

hypoxemia led to his death. However,

the lungs were less retractile than nor-

mal and did not collapse with displace-

ment of the mediastinum, the heart and

the trachea to the opposite side. The
contralateral lung was pushed over be-

cause the ipsilateral lung could not col-

lapse
;

air trapped within it prevented

emptying. Even though his blood gases

were not deteriorating between the

third and fourth hospital day, he was
worse. His tachypnea couldn’t be as-

cribed to pneumonia or to heart failure

;

so we attributed it to a small tension

pneumothorax which we attempted to

decompress by inserting a chest tube.

He died before we could determine

whether this maneuver was helpful.

Dr. Trautman: The cardiovascular

aspects in this case have been complete-

ly ignored up to this point. The patient

was brought back into Dibert not be-

cause of liver disease, but because of

increasing congestive heart failure for

which he was treated rather vigorously.

When readmitted to Touro, congestive

heart failure was fairly well controlled,

and liver disease was more progressive.

He had lung disease and electrolyte im-

balance in addition. Suddenly in his last

few minutes of life, he exhibited ven-

tricular fibrillation with some sugges-

tions of cerebral vascular accident. The
death was cardiac

;
there’s no question

about it.

Dr. Paul Tibbits: (hl The patient ac-

tually had worsening failure while he
was at Dibert with radiographic corre-

lation. There was increasing venous
hypertension in the lungs, not so much
by pulmonary edema, but more promi-

nent than the pulmonary edema struc-

tures on x-ray prior to his presentation

to Dr. Phillips at his conference. We
believed it prudent to manage the man’s

<h>Fellow, Division of Cardiology, Tulane Uni-
versity School of Medicine.
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congestive heart failure. Consideration

of surgical repair of his aortic valve

was never reached because he devel-

oped fatal complications. Whatever the

etiology of aortic stenosis, sudden death

is a well known complication and may
occur shortly after the onset of conges-

tive heart failure. The patient had a

huge cardiac silhouette
;

it was not the

small one I would expect to find in

chronic obstructive lung disease.

Dr. Jacobs: Could shortness of breath

for the preceding seven years be from
cardiac disease rather than obstructive

airway disease?

Dr. Tibbits: Much of the man’s

dyspnea in the terminal months may
have been due to cardiovascular dis-

ease ; but I don’t think that he could

have lived seven years after the onset

of dyspnea associated with aortic ste-

nosis. Left ventricular failure is a ter-

minal event in aortic stenosis, not one

that could be withstood for seven years.

I do feel though from the evidence that

has been presented that his death prob-

ably was cardiac.

Dr. Jacobs: Was there anything in

this man’s life-style that you think is

important for us to know pertaining to

this illness?

Dr. Trautman: This patient was an
extremely hard worker up until the time

that I saw him in August of last year.

During the hurricane, several younger
people wouldn’t report to work; so he
worked two straight shifts, then came
home and collapsed into respiratory

failure and had to be admitted. He had
both respiratory failure and cardiac

failure at the time of his second admis-
sion to Touro

; but I doubt that dyspnea
was on a cardiac basis prior to his initial

presentation. He had hepatitis, whether
due to INH or one of the other drugs
is a moot point.

Dr. Herbert: He was so ill with ful-

minant hepatocellular failure I’m sure

that there must have been some meta-

bolic implications for his cardiac func-

tion.

Dr. Trautman: Not only did he have

liver disease, which as Dr. Herbert said

was contributory to his death, but the

treatment of his liver disease possibly

had something to do with it; and also,

Solu Cortef might have aided and abet-

ted hypervolemia. We tried to reduce

this with intravenous diuretics without

any success
;
and this is one of the things

that is very interesting in so-called he-

patorenal syndrome. Even if there is

a hypervolemia, sometimes diuretics will

not reduce the hypervolemia.

Dr. Tibbits: The patient lived in a

delicate balance depending on what his

myocardium could force out through

that stenotic valve. Hepatitis upset this

delicate cardiovascular balance and re-

duced cardiac output. In fact he may
have lived another five, six or eight

months with aortic stenosis had he not

had hepatitis superimposed on him at

this time. The diuretics were started

on the day of his low blood pressure

and were probably ineffective because

there was renal hypoperfusion.

Dr. Herbert: It is only speculation

that he had granulomatous disease in

the lungs and he had some bullous dis-

ease shown by previous x-rays; but it

was specifically brought out that some
of the pneumothorax was visible in the

mediastinal facet also. There was dis-

placement of the mediastinal reflection

which was a collection of air. The of-

fending piece of lung that burst was in

the mediastinum or along the periphery.

Dr. Jacobs: Many, many years ago
someone did some careful dissecting of

the mediastinum in instances of lung

rupture and demonstrated that collec-

tions of air may not be big enough to

rupture into the visceral pleura but may
collect in the mediastinum and cause

disturbance of cardiovascular dynamics
by virtue of their presence. Could a

bulla have ruptured, released a small

amount of air in the mediastinum and

\
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have been the final insult to the myo-

cardium? How long had he been taking

INH, Dr. Fishback, before the jaundice

was first noted.

Dr. Fishback: Five months.

Dr. Herbert: It is said that most of

the instances of symptomatic hepatic

dysfunction due to INH are going to

occur within the first three or four

months after institution of treatment

although the hepatic dysfunction can

occur at any point in the treatment of

the disease.

Dr. Jacobs: Does one frequently see

explosive hepatitis with jaundice occur-

ring after five months’ INH therapy ?

Dr. Herbert: It’s been described.

Editor’s Note: The sequence of events

is puzzling. When the patient was
found to have M. kansasii infection, he

had apparently been suffering from

untreated chronic obstructive airway

disease as well as from previously unde-

tected aortic valvular disease (congeni-

tal bicuspid valve with calcification).

He was sick enough to need antimicro-

bial therapy. Unfortunately, this ther-

apy was followed by hepatitis along

with the onset of complications of car-

diac disease. At autopsy, he was found

to have severe (presumably drug-re-

lated) hepatitis and hemorrhagic infarc-

tion of the spinal cord related to im-

paired perfusion of the anterior spinal

artery system. Additionally, he had a

large right pulmonary infarct. Individ-

ually and in combination, isoniazid and
rifampin have been found to be hepa-
totoxic

; but these drugs probably had
nothing to do with the onset of his

spinal cord infarction. It is difficult to

determine whether the death was due
to hepatitis, to aortic stenosis and its
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associated congestive heart failure or to

a combination of both. Death was not

due to Mycobacterium kansasii. This

usually indolent1 state of infection had

been well controlled by chemotherapy.

Regrettably, the hepatitis of isoniazid

and rifampin ingestion is unpredictable

;

fortunately it is not common.

Reference
1. Johanson WG Jr, Nicholson DP: Pulmonary dis-

ease due to Mycobacterium kansasii. An analysis of some
factors affecting prognosis. Amer Rev Res Dis 99:73,

1969
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By LEON M. LANGLEY, JR.

The U. S. Infant Mortality Rate Set a Record Low in 1974, 16.5 per 1,000 live births.

It is the lowest U. S. rate ever recorded, and a 6.8% decrease from the 17.7

per 1,000 rate in 1973. An estimated 3,166,000 children were born in 1974

—

15 per 1,000 population—compared to 3,136,965 in 1973—14.9 per 1,000.

A Surplus of About 70,000 Hospital Beds during 1975 will increase the financial

burden to institutions and subsequently increase the risk of hospital bankruptcy,

predicts a new report, A Statistical Profile of Short-Term Hospitals in the

U. S. as of 1973, by Interstudy. Hospital bankruptcy is a 1974 phenome-
non, says the report, with three such cases during that year. “Our guess,”

say the authors, “is that this is only the beginning.”

U. S. Population Projections for the year 2000 were revised downward 2-4%
because young women expect to have fewer children, the Census Bureau said.

The bureau now estimates the nation’s population will range from a low of

245.1 million to a high of 287 million by the end of this century; last year, the

projections ranged from 250.1 million to 300 million. Present population is

about 213 million.

Venereal Disease Rate in the U. S. leveled off last year, says Center for Disease

Control. In the fiscal year that ended last June 30, syphilis cases declined

4%, and the rate remained stable for the first six months of the current fiscal

year, the CDC said. The rate of increase of gonorrhea cases was 4.8% in the

past fiscal year, and 3% during the first six months of the current fiscal

year, CDC said—a sharp decline from the rates of increase in previous years.

The 591 Vietnam War Prisoners who returned to this country brought with them
1,528 illnesses and injuries—an average of nearly three per man—the Center

for Prisoner of War Studies said. Report said 75% of the returned POWs were
suffering from intestinal parasites. Dental problems, including abscesses, brok-

en dentures, and gum diseases, were among the most debilitating. There was
no tuberculosis, which had been the leading cause of death among repatriated

prisoners in the Korean War and World War II.

Physicians’ Fees Rose for the Fourth Straight Month, according to the Consumer
Price Index for March. The medical care index rose 1.0%, with physicians’

fees leading at 1.3%. In contrast, the all-items and the all-services indices

rose 0.4% in March, the lowest monthly increase in the all-items index since

September, 1973, and the lowest monthly increase in the all-services index since

July, 1973. Other components of the medical care index also showed declines

last month—hospital service charges rose 0.9% compared with 1.6% in Febru-

ary; semi-private room charges rose 0.8% compared with 1.5% the previous

month, and operating room charges rose 0.9% compared with 2.2% in Febru-

ary. March is typically the highest month of the year for physicians’ fee

increases, the AMA’s Center for Health Services Research and Development
reported, because it is one of four months in which the Bureau of Labor Sta-

tistics samples the five largest cities. “Despite this,” the center reported, “when
viewed relative to other price increases, it becomes increasingly obvious that

the restraint in raising fees exercised by physicians in the latter part of 1974

is waning.”

o=ac==>
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Organization .Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

REPORT OF THE PRESIDENT
LOUISIANA STATE MEDICAL SOCIETY

1974-1975

Louisiana has a great heritage and it is upon

that background that the Louisiana State Medi-

cal Society has become what it is today. The

colonial origins of Louisiana differed widely from

those of the thirteen original colonies. Else-

where in the United States the predominant En-

glish culture molded the immigrants from many
lands into an Anglo-American civilization. Only

in Louisiana was a major culture group able to

maintain itself throughout the 19th Century to

make definite contributions to the local social

structure. On this dual culture in Louisiana

there developed the foundation for our medical

society of today. Since one of the aspects of his-

tory is to give us a perspective of understanding

of our own times, the present status, policies and

actions of our Louisiana State Medical Society

can be understood better when we look at those

historical factors which differentiate this state

from the other states of the Union. The prog-

ress of our culture through history during its

domination by Spain, France, England and others

and the vicissitude of war have served to inten-

sify our fundamental economic and social be-

liefs. The influence of government on medical

practice was evident in the 18th Century; most
all of the medical men were naval surgeons paid

by the government. Thus it is inevitable that

the settlers came to look upon free medical care

as an inherent right. This social structure and
beliefs probably had a great influence on the

development of our present Charity Hospital sys-

tem as well as our private sector. The pluralistic

approach to health care delivery so evident in

our heritage is even more evident today.

The process of amalgamation was necessarily

slow and unquestionably it was an important fac-

tor in the development of our present Medical
Society. The diverse attitude and beliefs among
government, doctors and patients are, therefore,

not a new element, but one that permeated and
molded our medical activities. To the credit of

French, Spanish and American governments re-

peated efforts were made to regulate medical
practice and promote medical standards in the

interest of Public Health. To counteract such
forces the formation of medical societies flour-

ished indicating the early medical men realized

the need for professional relations. Lack of com-

munication in those hectic days due to distance,

lack of modern methods and diversity of opinions

slowed the progress of the organized societies

and the establishment of their principles. The

appearance of the State Society in 1878 sym-

bolized the dawn of a new era. As we dig into

history we find that these early organizations

had the same problems we face today and we er-

roneously think they are of recent origin. These

problems can be simplified into categorical clas-

sification—the patient and his demands, govern-

ment control, and the physician. Today we must

add a new category, that of the paraprofessional.

Thus it becomes evident that the fight for

survival as we conceive of it today is not new
but almost two centuries old. Our problems were

evident in the 18th century and differed in de-

gree only from those of today.

The title of this presentation could well be

“A Report of Our Founding Fathers” because

today we are still involved in the same issues,

the patient’s demands, government control, phy-

sicians’ ideals and, the factions and frictions in

our own ranks. The latter were evident even in

the 1840’s when splinter groups were organized.

These were damaging to a rapid progress in

medical affairs, then as now, and the divisions

in the profession produced only harm. Never-

theless, organized medicine survived these as-

saults and the first society was formed in 1820

with the first parish society said to have been

organized in St. Francisville in 1845 as the West
Feliciana Medical Society. Upon this foundation

has grown our Society as we know it today,

strong, active, successful but still beset by the

same problems that existed in the mid-1800’s.

It is fitting, therefore, that we study the history

of the founding and the development of the

Louisiana State Medical Society and its multiple

activities and realize that our problems today

are not new but simply a modern day applica-

tion of those our forefathers faced.

It is in this era of increasing pressures and
demands on our profession that I assumed the

presidency of our Louisiana State Medical So-

ciety. Few men have been so honored in our
history and to be one of those chosen few has

added much to my stature. At the same time

the assumption of the awesome demands of this

office has been a challenge and a sobering effect

on my ego.

Through the years the president’s report has
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almost by custom become a chronological pre-

sentation of his activities during his term. Those

of you who follow our Society and its activities

can each write such a president’s report. This

year I wander from the profile and since I have

almost reached the age of the senior citizen, I

feel that a report to you in a more philosophical

manner should be acceptable. This philosophy is

the culmination of a profound interest in our

profession during a period of forty years of

active interest and participation in medical af-

fairs as well as being involved in a large active

practice. This, I believe, qualifies me to have

an overall perspective of medical affairs far

above the physician who limits his interest to

actual patient care and says, “let John do the

other.” This concept I cannot accept.

Today, as we look at the work and problems

of our early predecessors, we wonder how much
we have accomplished. They had demands from
their patients just as we do. However, the de-

gree of those days is certainly compounded now.

The criticism of us as doctors, the lack of con-

fidence in us, the questioning of our judgments,

the impatience of patients’ demands, and the

growing popularity of malpractice suits, and the

decline in the image of the doctor, all are trends

of the time. Are we not actually losing the

entire war in this specific battle? Have not

these problems become compounded since the

1800’s? They existed then; they exist today.

We have not the answer; the problem is growing
and our brain power has failed to deal with it.

There are no simple answers and because only

votes and money influence politicians this route

is our only recourse. Our funds are limited as

well as our influence at the voting box by the

relatively small number of our profession com-
pared with the millions of votes controlled by
labor and others. We have alternatives that if

used effectively can help private medicine to sur-

vive. AMPAC on the national level and LAMPAC
in Louisiana as our political arm have proven
their worth. We must support them by our
money to our maximum financial ability and per-

sonal participation in their activities. Failure to

do this means losing by default.

The other major impact that we can control

concerns our patients. There are in round num-
bers 200,000 doctors in private practice

;
each of

us can easily influence at least 200 of our

patients, by a personal approach and education

of the patients to their problems as well as ours.

We can thus for practical purposes influence

80,000,000 people. When we do this politicians

will listen. How do we do it? Let each of us

dedicate thirty minutes a day in our schedule

to talk freely to our patients, explain the issues

and ask their help. It will work
;

I have person-

ally done so for years and not a single patient

has refused to listen and even help. You say

you can’t add more chores to your already over-

burdened schedule. This means your survival

and I suggest you curtail some of your other

activities and do this instead. As the politicians

begin to hear the voices of millions of our pa-

tients instead of our small minority of less than

300,000, they will begin to respond.

There are other means we can use to preserve

our profession and these are mentioned only to

show you where leverage can be used. We must
swing the pendulum from physician distrust to

physician appreciation; it has swung the wrong
way too long. This can be accomplished by a more
personal relationship with our patients and more
understanding that they are human beings and

not impersonal objects. Translated, this means
tender loving care instead of a cold, professional

and purely scientific approach. We need more
of the philosophy of the “old country doctor”

built into our modern day scientific methods.

This approach alone will help solve our mal-

practice problems, the majority of which grow
upon the impersonal attitude that has permeated
our profession. By some modality of legal means
we also need help with this problem. If we have
the votes this can be done by political influence.

We cannot accomplish our destiny unless we
remain resolute and united. We must act as

one. We must support our medical organizations

that have stood the test of time by our money
and our participation. We must remain unified;

the formation of splinter groups is to be de-

plored. I do not question their goals; I simply

say to fight a war and win (and this is war, my
friends) in whatever field requires unity. I im-

plore you to stand steadfast and not wander into

other fields. The grass is not greener on the

other side.

We must enlist the support of our cohorts,

the hospitals, the hospital medical staffs as a

whole, nurses, and all other paramedical groups.

We must strengthen our alliances with these peo-

ple; their problems are ours and mutual respect

and knowledge can be useful rather than ignor-

ing them and going our way alone. We must
establish liaison with the modalities. We must
have friends, not enemies to combat the forces

today working against us. The welding together

of these factors can be the preservation of our

liberties.

This philosophy has been mine for the twenty-

three years I have been a member of your Ex-
ecutive Committee, and has been culminated in

my years as your president. I have used this to

guide me; I hope I can leave it as my legacy to

you to carry on as I step down.

This year as your president has been as excit-

ing as demanding, and as I leave this high office,

I thank each and every one of my colleagues for

\
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the honor you have given me. I will cherish this

year in my memory box.

No single individual can perform adequately

in this office without a competent dedicated ex-

ecutive staff and this I have had. My sincerest

thanks go to each and every member of that staff

;

they are my friends as well as my fellow workers.

I appreciate them and I admire them for their de-

votion to our work. No fancy words can carry

more than a simple thank-you, and this I say.

I pledge to you to continue my efforts as in

my active years and not become a forgotten past

president. The profession has been good to me

;

it has been my life and I hope to continue as part

of it.

As I take my final bow, let me again implore

you to remain united, unafraid, to speak out, to

take an active part in your medical organizations,

to seek new friends, to seal the bonds to old

ones, to stand resolute and dedicated to your

profession and your patients. Remember once

again that the largest and most capable brain

power in any single facet of our society lies

within the cranial vault of each of you. We
must use this power to our advantage and that

of our patients and direct it toward reasonable

goals. We must not lose our heritage by faulty

or improper application of this great force. It is

our one salvation, a power that is unmatched
in this world. Gentlemen, I beg of you to use it

properly. May we be proud to report to our

founding fathers that we have survived and will

continue to do so, proud of the heritage they

bequeathed us.

H. H. HARDY, JR., MD

J. Louisiana State M. Soc.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union Third Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept,, Nov, Shreveport

Vernon First Thursday of every month

SEPTEMBER AND OCTOBER 1973 LSMS
JOURNALS NEEDED

The LSMS has exhausted its supply of the Sep-

tember and October 1973 issues of The Journal

of the Louisiana State Medical Society. Members

who have copies of these issues, and no longer

have need for them, are urged to return them to

the Journal office.

TWENTY-FIRST ANNUAL OB-GYN
SEMINAR, JULY 21-25, 1975

The Twenty-first Annual Ob-Gyn Seminar will

be held at the Smokey Mountain Hilton, Ashe-

ville, North Carolina on July 21-25, 1975. Broad

aspects of obstetrics and gynecology will be cov-

ered and among the program participants will

be the departments of obstetrics and gynecology

of the University of Duke, Bowman Gray, Medi-

cal College of West Virginia, and the University

of North Carolina.

For registration and other information please

contact the secretary, Dr. George T. Schneider,

Ochsner Clinic, 1514 Jefferson Highway, New
Orleans, Louisiana 70121.

NEW ORLEANS SURGICAL SOCIETY
TO MEET

SEPTEMBER 19 AND 20, 1975

The New Orleans Surgical Society will meet on

Friday and Saturday, September 19 and 20, 1975

at Charity Hospital and at LSU and Tulane medi-

cal schools in New Orleans.

On Friday morning and Friday afternoon,

there will be clinical conferences at Charity Hos-

pital, LSU, and Tulane with members of the

A WORLD OF WINE
For those who know and

those who don't . . .

™WINE CELLARS
3536 EIGHTEENTH STREET
METAIRIE. LOUISIANA 70002
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CHATEAU CLOS-FOURTEL 1969 4.69
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Society and residents of the various hospitals

and Ochsner Clinic participating.

On Saturday morning, there will be meetings

at the LSU Medical School auditorium on the

first floor, including the guest lectureship, from

8:00 a.m. to 9:00 a.m. Dr. Roger T. Sherman,

Professor and Chairman of the Department of

Surgery at the University of South Florida Col-

lege of Medicine in Tampa, will be the visiting

lecturer.

Further information will be available when

posters are placed at the various hospitals, the

two schools, and the Ochsner Clinic.

The physician public is invited.

JO ELLEN SMITH MEMORIAL HOSPITAL
TO OPEN EARLY FALL

The Jo Ellen Smith Memorial Hospital Board

of Directors held its first meeting on Monday,
May 12, 1975. Officers were elected and appli-

cations of area doctors to become affiliated

were approved.

Dr. John Overby, Chief of the Medical Staff

of Jo Ellen Smith, reported to the board that

in less than a week over 80 Westbank doctors

responded to the invitation to apply and he felt

Sports Art
633 Toulouse Street, in the French Quarter

New Orleans, Louisiana 524-5031

Boat courtesy Duvic's Inc.

this enthusiasm a good indication of support and

confidence in the hospital’s development.

In other business the board elected M. Fred-

rick Keegan, president; Dr. Albert T. Shiu, vice-

president; Dr. Louis E. Levinson, secretary, and

Dr. Janos I. Voros, treasurer.

Additional members are: Phyllis Landrieu,

James W. Smith, Wilton J. Ambrose, Otis T.

Logue, Herbert H. Burnstein, Dr. Robert J.

Moye, DVM, Dr. Jules S. Deutsch, Dr. Frank

Hall Wagner, Dr. Daniel A. Talbot, Dr. Earl J.

Rozas, Dr. Joseph H. Beilina, Dr. John Overby,

Jack S. Zoller, Dr. Hak Kian Oei and Dr. Philip

D. Sunseri, DDS.

Charles Sexton, hospital administrator, con-

ducted the board members on a tour of the

nearly completed facility on Monday, May 19.

Three floors of this ultramodern, 181 bed

hospital will open in the early fall. A full range

of 24 hospital services will be offered when
construction is completed.

27th ANNUAL SCIENTIFIC PROGRAM AND
WORKSHOPS OF THE SOCIETY FOR
CLINICAL AND EXPERIMENTAL

HYPNOSIS
The Society for Clinical and Experimental

Hypnosis will hold its 27th Annual Scientific

Program and Workshops at the Center for Con-
tinuing Education of the University of Chicago,

from October 7 through October 12, 1975. The
Scientific Program and Workshops in Introduc-

tory and Advanced Medical Hypnosis, Psycho-

therapy, Residents and Research Workshops in

Hypnosis are being sponsored by the Depart-

ment of Behavioral Sciences, Department of

Psychiatry, and Department of Obstetrics and
Gynecology of the University of Chicago, and
by the Department of Psychiatry, the Psycho-

somatic and Psychiatric Institute for Research
and Training, Michael Reese Medical Center.

For further information, write to: Mrs. Marion
Kenn, Administrative Secretary, SCEH, 205
West End Avenue, Apt. IP, New York, New
York 10023.

THE GREAT DEBATES IN OBSTETRICS
AND GYNECOLOGY

BAYLOR COLLEGE OF MEDICINE
September 11-13, 1975

Over 20 outstanding speakers have accepted
invitations to debate many of the controversial

subjects in general obstetrics and gynecology on
September 12-13, 1975. A one day symposium
on genetics as related to obstetrics and gynecol-
ogy will precede the debates on September 11,

1975.

Among the guest speakers are Dr. Elsie R.
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Carrington, Dr. James S. Krieger, Dr. Jack Mc-

Donald, Dr. David H. Nichols, Dr. Donald Sher-

line, Dr. Aubrey Milunski, Dr. James Nora, and

Dr. Jack Snyder.

Registration Fee: $150.00 for the full course,

with 15 cognate credit hours from the American
College of Obstetrics and Gynecology. $100.00

for “The Great Debates”, with 9 cognate credit

hours from the ACOG. $50.00 for the Genetics

Symposium only.

For further information write: Dr. Veasy C.

Buttram, Jr., Department of Obstetrics and

Gynecology, Baylor College of Medicine, 1200

Moursund Avenue, Houston, Texas 77025.
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Review of Physiological Chemistry; by Harold

A. Harper. Ed 14, Lange Medical Publications,

1973, $8.50.

It is hard to argue with success—and there

can be little doubt concerning the success of this

book. However, even keeping in mind the dif-

ficulty of compiling a review of a broad, highly

technical, and rapidly changing field, this text

still leaves much room for improvement. One

major drawback is the traditional format

—

forcing the usually apprehensive medical stu-

dent to wade through several chapters of struc-

tures, chemistry, protonic equilibria, etc., even

before touching on the more interesting areas

of biochemistry—the central pathways of metab-

olism, their control and interrelationships, nucleic

acid and protein synthesis, etc. The fact that

the authors have reduced the typical 800 or

more pages of the usual biochemistry text to

just over 500 pages is admirable. However, in-

formation seemingly of little interest or use to

the reviewing medical student (ie, a method of

RNA extraction, dehydrogenase enzyme assays

systems, the fact that “the two hydrogen atoms

attached to the two central carbon atoms of

^-carotene are retained during the conversion

of carotene to vitamin A”) permeates nearly

every chapter and could have been eliminated

allowing even further reduction in size with

little if any loss of pertinent detail. The sub-

ject material, with few exceptions, is relatively

up to date thanks to significant rewriting and/or
additions to at least seven major chapters.

Some areas which I thought particularly good
include Chapter 9, Biologic Oxidations; Chapter

7, Vitamins; and the latter sections of Chapter

14, Lipids (The Role of the Liver in Lipid Me-

tabolism, Ketosis, and the Economics of Carbo-

hydrate and Lipid Metabolism in the Whole
Body). On the other hand, some sections which

PHYSICIANS

Company has opening available for

full time physician in New Orleans.

Must be eligible for Louisiana li-

cense. Excellent for retired M.D.

•

Call Collect (713) 528-2951

or

Inquire P. O. Box 66788

Houston, Texas 77006

stood out in a negative light were Chapter 8,

Enzymes; the section on blood coagulation in

Chapter 10; and the sections of Chapter 14 deal-

ing with phospholipid and sphingolipid metabo-

lism. The other chapters for the most part con-

tained routine, nonetheless, adequate presenta-

tions of the usual material.

The fact that this book is available in seven

languages and is now in its 14th edition leaves

little doubt about its popularity. I suspect how-

ever that much of this popularity is based on the

low price ($8.50, English edition) and the rela-

tively short length—both of which are very ap-

pealing to its intended audience, the medical

student.

William H. Baricos, MD

Review of Medical Physiology

;

by William F.

Ganong. Ed 6, Lange Medical Publications,

1973, $9.00.

In general, I have found this book to be ex-

cellent. All of the sections of the book, with

the exception of renal physiology, are up-to-

date, concise and well written reviews. The dia-

grams are clear and very useful. The summary
charts are extremely applicable for reference

sources not found in most textbooks. The recent

revisions in the text have kept up to date with

the latest developments, especially in neuro-

physiology and endocrinology, as well as present-

ing the important classical concepts. I would
recommend this book very highly as a supple-

mentary text or for review purposes.

The renal physiology section appears to be

the only weak spot in the book. However, it

would be of some use for students refreshing

their memories on renal physiology. The organi-

zation of these chapters is adequate for review
only. Controversial areas such as Cl pumping
in the ascending loop of Henle are not referenced

and are stated as fact. There is little mathemati-
cal reasoning underlying the clearance concept.

The strongest area of the test, ie, endocrinol-

ogy/neuroendocrinology, reflects the author’s

own area of expertise. This section, as usual, is

excellent and highly recommended.

Leland D. Loose, PhD

Neonatology : Diseases of the Fetus and Infant;
edited by Richard E. Behrman, MD, St. Louis.

C. V. Mosby Company, 1973, 698 pages, 215

illustrations, $39.50.

The editorial goal was to present a comprehen-
sive and detailed description of the diseases that
affect infants during the early weeks of life,
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giving emphasis to pathophysiology, diagnosis and

treatment of disorders having their onset in

utero or during the neonatal period. This goal

has been generally met.

Particularly useful chapters are those dealing

with evaluation and treatment of the high-risk

fetus and newborn; recognition and management
of emergencies in the delivery room; recognition

and management of common birth injuries; the

diagnosis and management of inborn errors of

intermediary metabolism which require recogni-

tion in the newborn; and recognition and man-
agement of metabolic and endocrine disturbances

of the neonate. The material for these chapters,

and material on central nervous system distur-

bances, have been particularly well selected and

presented.

Somewhat unique, and certain to be helpful

for persons caring for newborns, are chapters

on : Special management of craniofacial prob-

lems, special orthopedic problems, diseases of the

skin, and neonatal ophthalmology.

An appendix of normal values presents data

assembled from diverse sources which are sure

to be useful.

There are odd gaps here and there. Cryptor-

chidism is discussed while phimosis, hypospadias,

meatal stenosis, inguinal hernia and hydrocele

are not. Some relatively common anomalies are

not mentioned: branchial cleft and arch rem-

nants, thyroglossal duct cysts, localized ectoder-

mal dysplasia and cystic hygroma. None of these

gaps is especially momentous.

The main drawback of this book is its price

($39.50) as it competes with the 3rd edition of

Schaffer & Avery’ Disease of the Newborn
($27.50).

Norman C. Woody, MD

Review of Symposium Liver Disease; editor, R. F.

Robertson, MD, FRCP. The Royal College of

Physicians of Edinburgh 1972. Printed in

Great Britain by T. and A. Constable, Ltd.

Hopetown Street; Printers to the University

of Edinburgh.

This 149 page monograph contains papers pre-

sented in the symposium which was held in

December, 1971. The nine most current progress

and problems related with bile metabolism, liver

functions, liver involvement in systemic disease,

viral hepatitis and the immunological aspect of

liver disease were discussed. Management of

gallbladder disease as it seems out of place was
also included.

This symposium is one of many similar sym-
posiums which took place in England, Europe
as well as in the United States. The papers are
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FIRST HOMESTEAD
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very precise and well written. They answer many

questions in the reader’s mind related with re-

cent development in this field. Most of the pre-

sentations were followed with discussions in

which several interesting questions or valuable

comments were brought up by the participants.

The symposium apparently addressed itself to

the general internist and trainees in general in-

ternal medicine and liver disease. However, it is

written in such an uncomplicated manner that

medical students can also derive great benefit.

In summary, in my opinion, this symposium

will be a nice addition to the reader’s library if

he doesn’t already have one recently published

by a similar symposium in this field.

KEMAL AicDAMAR, MD
I

Correlative Neuroanatomy and Functional Neu-

rology; by Joseph G. Chusid. Ed 15, Lange

Medical Publications, 1973, 429 p.

The 15th edition of Dr. Chusid’s book con-

tinues the high standards set by its predecessors.

The book is particularly noteworthy in its keep-

ing stride with recent advances in the field

:

the reader, for example, finds good descriptions

of amino-acidurias and chromosomal defects. The

chapters on diagnostic techniques are particular-

ly valuable and include fundamental descriptions

of neuroradiologic, cystometric, ophthalmologic

and psychometric tests.

The only negative in Chusid’s work is the fact

that the book has now become so large and com-
prehensive that it does not differ too much from
the standard textbooks. Nevertheless, the sum-
marized and concise accounts still tend to make
this a unique book and one of value to the stu-

dent and neurologic resident.

Arthur W. Epstein, MD
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A Survey of Adverse Drug Reactions at

Charity Hospital, New Orleans

• "The following is an account of a restrospective survey conducted

in the wards of patients from Charity Hospital, New Orleans,

admitted during the month of January and early part of February,

1972 ."

J.
GRAHAM JONES

JEROME R. RYAN, MD
F. GILBERT McMAHON, MD

New Orleans

r_|pHE importance of drug reactions in

JL hospitals and as a cause of hospital

admission has been emphasized by Mel-

mon. 1 The morbidity associated with these

reactions and the possible increase in hos-

pital stay due to such incidents provide

further basis for studies in this field. So
far, studies have failed to implicate the

newer drugs with adverse reactions but

rather tend to show that it is the more
established, toxic and usually lifesaving

drugs, which form the majority of such
effects. Estimates of the frequency of

adverse drug reactions have varied from
6.4 percent (Smidt, 1972) 4 to 16.4 percent

(Hurwitz, 1969) 3 for medical patients,

and this variation may reflect the dif-

ferent sizes of the surveys and methods
of reporting adverse effects. The follow-

ing is an account of a retrospective sur-

vey conducted in the wards of patients

from Charity Hospital, New Orleans, ad-

mitted during the month of January and
early part of February, 1972.

Reprint requests to Dr. Ryan, Tulane Univer-

sity School of Medicine, 1430 Tulane Avenue,
New Orleans, La. 70112.

Methods

All medical service admission charts

from January 1, 1972 to February 10,

1972 at Charity Hospital, New Orleans,

were examined for reference to adverse

reactions. Records of name, age, sex, race,

hospital number, diagnosis and dates of

admission and discharge were recorded

for each patient. Both the intern’s and

resident’s admit notes, along with the doc-

tors’ daily progress notes of the patient,

were examined. In addition, the nurses’

records charts were examined carefully

for reference to symptoms likely to be

caused by a drug reaction. All drugs re-

ceived by the patient along with the dose

and route of administration were also re-

corded. In cases where an adverse re-

action to a drug was thought to have taken

place, further details of blood chemistry,

total dose of drug and concomitant ther-

apy were also noted.

In this study an adverse reaction was

regarded as any response to medication

undesired or unintended by the physician

(Cluff, Thornton and Seidl 1964). 2 A
probable adverse reaction was classified

July, 1975—Vol. 127, No. 7 245
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as one where improvement of symptoms

occurred following withdrawal of drug

therapy. In possible reactions, the effects

could be explained by other factors, and

these reactions were not included in nu-

merical analysis. The severity of the ad-

verse reactions was categorized in three

ways:

1. Severe—fatal or life threatening or

contributing to death;

2. Moderate—requiring some form of

treatment; and

•3. Mild—requiring no treatment or

withdrawal of drug.

Types of Reactions—were classified in

a similar manner to that used by Hur-

witz. 3

1. Overdose—excess predictable phar-

macological action due to excessive intake

of drug.

2. Toxic effects—due to excess phar-

macological action at normal therapeutic

dose.

3. Side effect—unwanted predictable

pharmacological action unrelated to the

therapeutic effect and not due to over-

dosing.

4. Hypersensitivity—allergic sensitiza-

tion to a drug by previous exposure to the

same drug or chemically related substances

mediated by Ag/Ab reactions.

5. Idiosyncracy—unrelated to the phar-

macological action of the drug and pos-

sibly genetically determined.

Results

There was a total of 199 patients in the

study with an age distribution of 13 to 92

years. The average age was 50.2 years.

One hundred and two of the patients were
male, and 97 were female. Diagnoses
after admission varied greatly, but there

was a very high proportion of arterio-

sclerotic vascular disease and lung disease.

Of the 199 patients, 22 (11.0%) had
an adverse reaction. Forty-six percent of

these reactions were in males, and 54

percent in females. Five (2.5%) of the

199 patients were admitted because of

intoxication due to drug overdosage and

another 5 because of an adverse reaction

from therapy received at home.

The effects of age, sex and race asso-

ciated with drug reactions are shown in

Fig 1 and 2. In Fig 1 the predominance

of reactions in the 60 to 70 age group is

shown, and in Fig 2 the relatively high

incidence of adverse effects in black males.

The low numbers involved in the latter

prohibit statistical analysis. The mean age

of normal male patients was 49.6 (median

53) and of the adverse reactions 56.3 and

63 respectively. The mean age of normal

female patients was 50.7 (median 55) and

of the adverse reactions 54.2 and 56 re-

Fig 1. Relationship of age to adverse drug

reaction.

RELATIONSHIP OF SEX AND RACE TO ADVERSE REACTIONS IN HOSPITAL

WHITE BLACK

Fig 2. Relationship of sex and race to adverse

reactions in hospital.
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TABLE I

ADVERSE REACTIONS DUE TO CARDIAC GLYCOSIDES
All Patients Were on Concomitant Diuretic Therapy

Patient Drug Reaction Kc 1 Age Sex

I.W. Digoxin Multifocal PVCs + 58 M
J.C. Digoxin Nausea and vomiting — 43 M
J.K. Digitalis leaf Nausea and vomiting — 64 M
W.M. Digitalis leaf Intermittent ventricular bigeminy and

prolonged P-R interval — 67 M
V.R. Digitalis leaf Anorexia, nausea and vomiting,

arrhythmias — 66 M
S.B.K. Digoxin Nausea and vomiting — 39 F
E.S.G. Digoxin Nausea and vomiting and headache + 51 F
M.B.S. Deslanoside Supraventricular tachycardia + 60 F
C.B. Digoxin Nausea and vomiting + 67 F

TABLE 2

ADVERSE REACTIONS IN HOSPITAL

Drug Age Sex Adverse Effect

Amphotericin 62 M Initial chills and nausea. Five times rise in BUN during therapy

Arabinose C 65 M Pancytopenia

Isuprel spray 56 M Headache followed by nausea and vomiting

Dactinomycin 13 M Two episodes of nausea and vomiting

Mustagon, Oncovin 52 F Nausea and vomiting three successive nights

Streptomycin, Colistin 40 F Renal insufficiency

Acetylsalicylic acid 60 F Gastrointestinal bleeding

Valium 49 F Respiratory depression

Lasix 34 F Hypokalemia

Kcl 20% 69 F Nausea and vomiting

Coumarin 67 F Extensive bruising of left hip and left am
Gentamicin sulphate 69 M Rise in BUN times 6

spectively. The average age of both male

and female patients was 50.2 and of those

with adverse reactions 55.2. This differ-

ence is significant 0.1>p>0.001.

Out of the 22 adverse reactions occur-

ring in the hospital, 9 (40.9%) were as-

sociated with the digitalis group of drugs.*

Since 34 of the 199 patients in the study

received cardiac glycosides as part of their

therapy, it can be seen that 26.5 percent

of all patients receiving glycosides have

adverse reactions to the drug.

Number of Drugs Received

An analysis of the number of patients

receiving a given quantity of drugs is il-

lustrated in Fig 3. The average number

* Of these nine patients, five received Digoxin,

three digitalis leaf and one deslanoside (Table 1).

Other adverse reactions during hospitalization are

shown in Table 2.

of drugs taken by patients on the medical

service wards during this study was 5.6

(Range 0-22). However, the maximum
number of drugs taken on any one day

of therapy was somewhat lower at 3.5.

TOTAL NUMBER OF DRUGS RECEIVED

Fig 3. Number of drugs given to patients.

\
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The average number of drugs taken by

patients who acquired adverse reactions

was 11.7 (Range 1-24) and the average

maximum number of drugs taken by these

patients 5.7. Both the average number
of drugs taken during hospital stay and

the maximum number of drugs taken on

any one day were significantly greater in

patients who developed adverse reactions

(p<0.001).

Length of Hospital Study

The average length of stay of patients

who developed reactions was 32.9 days and

that of all patients in the study 16.7 days.

Patients with reactions had a significantly

longer stay (p< 0.001) than those who did

not develop reactions.

Types of Reactions

Of the 22 adverse reactions acquired in

the hospital there was 1 overdosage, 13

toxic reactions, 7 side effects, 1 idiosyn-

cratic and no hypersensitivity reactions.

Blood Urea Nitrogen

Blood urea nitrogen was taken as an

estimate of kidney function. The aver-

age for patients without reactions was
46.9 and for those with reactions 48.2.

There is no significant difference between

the groups for these values.

Commonly Prescribed Drugs

Sixty-eight (34.2%) of all patients in

the study received a drug from the peni-

cillin group, and 44 (22.1%) were given

a laxative of varying description. Other
commonly prescribed drugs were Valium

(19.1%) and the barbiturates (13.1%).

Patients Admitted with Adverse

Reactions

In this survey, 2.5 percent of the pa-

tients were admitted with a drug reaction

due to a drug taken on an outpatient basis,

and another 2.5 percent were admitted be-

cause of intoxication due to overdosage of

a drug. A variety of drugs were impli-

cated in the intoxication cases (Table 4).
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TABLE 4

PATIENTS ADMITTED WITH DRUG INTOXICATION

DUE TO OVERDOSAGE

Drug Sex Age

Isoniazid F 35

Heroin M 18

Nembutal, Valium M 55

Thioridazine Hcl F 28

Reserpine, Diuril F 17

Four out of five patients admitted with

a drug reaction were suffering from digi-

talis toxicity. All four patients were on

combined digitalis and salt depleting diu-

retics at home. One of these patients had

a further reaction due to a different drug

during hospitalization, and in another pa-

tient the digitalis toxicity was considered

to be the cause of death. The one patient

not admitted with digitalis intoxication

had nausea, vomiting, syncope, delirium

and intermittent bleeding following the

intravenous administration of fluorescein

in an outpatient department.

Discussion

A retrospective study has the obvious

disadvantage that the written word must
be accepted without the possibility of rea-

soning and discussion. All studies pre-

viously mentioned in this paper and also

those of Smidt, et al, 1972 4 and Hoddinott,

et al, 1967 5 use prospective surveying in

the wards, which, although effective and
thorough are also very time-consuming.

In this study, it is likely that minor re-

actions occurring on the wards were never

recorded, and thus the figures are almost

certainly on the low side. This apart, the

estimates obtained for: (1) the incidence

of adverse effects on the wards; (2) ad-

mission with adverse effects; and (3) ad-

mission due to self poisoning, all fall

within the range of figures obtained by
other authors (Table 3). Ogilvie and
Ruedy, 1972® calculated that the digitalis

compounds accounted for 21 percent of all

drug reactions in hospitals. In this study,

the figure obtained was 40.9 percent. This
high figure may be due to the small size

of the survey, but this considered, the fig-

ure is still remarkable.

J. Louisiana State M. Soc.
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TABLE 3

FIGURES OBTAINED BY OTHER AUTHORS

Study

No.

Patients

Average No.

of drugs

prescribed

% adverse

effects,

medical

services

Average age

of patients

with adverse

effects

% patients

admitted

with adverse

effects

% patients

admitted due

to self-

poisoning

Seidl, Thornton, Smith,

Cluff—1966 714 14 13.6 3.9

Hoddinott, Gowdey,
Coulter, Parker—1967.... 104 12.5 15.0 51

Hurwitz, Wade—1969 586 9 16.4 63 2.9 2.1

Smidt, McQueen—1972 1842 6.4 49.8 0.3

Harvey 117 10.3 2.6 4.3

For the great majority of patients ac-

quiring adverse reactions on the wards, a

large number of drugs were being given

simultaneously at the time of the reaction,

so that it is impossible to be certain a

particular drug caused the reaction. How-
ever, with previous experience and intel-

ligent interpretation of clinical data, an
accurate assessment can be made. Drug
interactions are much more difficult to

assess and interpret, and apart from these

combinations which have been recorded

as a result of serendipity or controlled

experimentation, any association between
drugs must have a theoretical basis.

Information regarding admission to the

hospital due to adverse reactions and self-

poisoning requires a much longer survey

since the numbers involved here are small.

It is likely that a large number of adverse

reactions to outpatient therapy never re-

quire admission to the hospital and esti-

mates of these are possible from question-

ing at clinic visits.

Since the digitalis compounds account

for a large proportion of both admission

due to adverse effects and to effects oc-

curring on the wards, it should be pos-

sible to greatly reduce the numbers by
careful and intelligent administration of

the drug. Toxicity sometimes cannot be
avoided with outpatients who seldom visit

the clinic, but for inpatients toxicity

should not be reported as the parameter

for adequate digitalization. There are a

number of possibilities for bias to enter

into a study such as this. Restriction of

the survey to medical service wards is

likely to isolate the highest frequency of

adverse effects because of the high num-
ber of patients on these wards and the

high number of drugs they receive. On
the other hand, high figures for adverse

effects are likely to be found in psychi-

atric wards, where large numbers of

antidepressant drugs are given and on

surgical wards where powerful narcotic

drugs are given.

Also, the study was limited to a partic-

ular time of year and cannot therefore

be taken as an average selection of pa-

tients admitted during the year.
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A Community Effort:

The New Orleans Hypertension Screening Project

• The first mass screening for high blood pressure in a major

metropolitan area was undertaken in New Orleans in April of 1973.

During a two-day period, 2,000 medical and nonmedical volunteers

were assigned to 43 high schools to do the blood pressure measure-

ment and necessary clerical work. Protocol used was one reading

per screenee, using disappearance of Korotkoff's sounds as the

diastolic. High blood pressure was defined as greater than 160

mmHg systolic or 90 mmHg diastolic. Of 30,329 adults screened,

complete data were obtained on 25,284 individuals; and of these,

8,102 or 32 percent were referred to their physicians or usual

source of medical care for further evaluation. This project has

shown that mass screening is feasible and necessary to detect the

large number of hypertensive individuals. Follow-up measures after

the screening are recommended to assure proper therapy and

management.

STANLEY B. GARBUS, MD
JAMES L. REYNOLDS, MD

SHARON B. GARBUS
New Orleans

HYPERTENSION has reached epi-

demic proportions in our society.

Or, perhaps we have only recently be-

come capable of detecting an epidemic that

has always been with us. In any event,

we are in the midst of a large-scale effort

aimed at discovering individuals who have
high blood pressure.

Physicians have long suspected that

when hypertension is effectively con-

trolled through medication and diet, and

when adequate treatment is provided, a

patient’s lifespan might be significantly

increased. The Veterans Administration

study showed that “the risk of a morbid
event, fatal or nonfatal, over a 5-year

period was reduced from 55 percent to

18 percent by treatment. Congestive heart

For additional information, please contact Dr.

Garbus, LSU Medical Center, Department of

Medicine, 1542 Tulane Avenue, New Orleans,

La. 70112.

Dr. Reynolds is director of the Cardiac Cathe-

terization Laboratory at Southern Baptist Hos-

pital, New Orleans.

Ms. Garbus is a research associate, LSU Medi-
cal Center.

failure, stroke, and progressive renal dam-
age were sharply reduced or eliminated

in the treated patients.” 1

With this in mind, the Louisiana Heart

Association (LHA) became interested in

promoting mass screening projects. Two
comprehensive, multiphasic screening proj-

ects were held in Thibodaux in February,

1972, and at the Ormet plant, Burnside,

in December, 1972. The LHA’s Risk Fac-

tor Reduction Committee began to con-

sider a mass screening for hypertension

to be held in the New Orleans area. Goals

for the project were to evaluate the feasi-

bility of mass screening, to ascertain the

percentage of high blood pressure, refer-

ring such individuals detected to physi-

cians, and to stimulate public awareness

of the problem and its sequelae. To study

this project an Ad Hoc Committee on

Hypertension Screening was appointed.

As the Ad Hoc Committee began to for-

mulate a protocol for the project, the LHA
was approached by a representative of

CIBA Pharmaceutical Company. In line

with its free Community Hypertension
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Evaluation Clinics (CHEC), CIBA was
planning a small-scale blood pressure

screening program to be held at a shop-

ping mall in New Orleans on March 12-13,

1973, and asked that the LHA endorse the

project. Upon being informed of the

LHA’s own screening plans, CIBA of-

fered to cosponsor the mass screening

project. Support provided would include

data forms and brochures relating to hy-

pertension and computer processing of the

data gathered. Following a thorough dis-

cussion and evaluation of the pharma-
ceutical company’s role, the Ad Hoc Com-
mittee voted to join forces with CIBA.

Dr. Stanley B. Garbus, assistant profes-

sor of medicine involved with the clinical

teaching and research of hypertension at

the Louisiana State University Medical

School, was asked to chair the committee.

Dr. James L. Reynolds, president of the

Louisiana Heart Association and a pedi-

atric cardiologist associated with Tulane
University Medical School, worked closely

with him.

The date and hour were set for Satur-

day and Sunday, April 28 and 29, 1973,

10:00 to 5:00; the goal set for the target

population was 100,000 adults (19 years

of age and over) . The screening locations

chosen were public and parochial high
schools throughout Orleans Parish and in

the metropolitan areas of Jefferson, St.

Bernard and Plaquemines Parishes. The
population potential in this area was over
1,000,000 people.

It was decided that the blood pressure
of each screenee would be determined by
one reading, seated, right arm, and that
the criteria of blood pressure readings for

referral were to be either equal to or
greater than 160 mmHg systolic and/or
90 mmHg diastolic. The disappearance of
sound (or fifth phase of Korotkoff’s
sounds) would be taken as the diastolic

pressure.

For each screenee a CHEC data form
and an identification card were to be
filled in. The three-page carbon data form
provided information on the screenee’s

medical history referring to hypertension

(“Do you have high blood pressure?”;

“If so, are you taking medication for high

blood pressure?”). Other data to be re-

corded were approximate weight, age, race

and sex, all to be filled in by a clerical

assistant. The blood pressure reading and

referral decision (“Yes,” “No”) were to

be filled in by the medical and nursing

personnel taking the blood pressure. The

back page of the data form would be re-

tained and sent to CIBA for computer

processing. The first two pages would be

given to the screenee. If referred, he

would be informed that his blood pressure

was elevated at the time of the screening

and he would be advised to visit his phy-

sician for further evaluation. A screenee

would be given an instruction sheet with

the telephone number of the Louisiana

State Medical Society, a list of free health

clinics, and a postage-paid return enve-

lope. He would be asked to take the en-

velope and CHEC form to his physician,

requesting that the physician sign one of

the sheets and return it in the envelope

to indicate that the referred patient had

actually sought treatment or reevaluation.

In addition to this material, each screenee

would be provided with a leaflet, entitled

“It’s Your Blood Pressure,” and a bro-

chure, “Your Blood Pressure and Its Con-

trol.”

The LHA identification card would con-

tain the screenee’s name, address, and tele-

phone number. All identification cards

were to be retained by LHA for further

follow-up studies, and they would be cor-

related with the CHEC form by CHEC
identification number only.

With the protocol settled, plans for im-

plementation began to get underway. Pub-

licity was carefully planned and was con-

sidered an integral part in a project of

this magnitude. A publicity committee

was set up, presided over by John T.

Browne, chairman of LHA’s Public Edu-

cation and Information Committee. Its

membership was composed of publicity

representatives from several companies,
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LSU and Tulane University Medical

Schools, Touro and Hotel Dieu Hospitals,

reporters from the Times-Picayune, the

States-Item and others.

This committee decided to start the pub-

licity drive in a low key by releasing gen-

eral information about hypertension to

the media. Gradually, the pace would be

increased by giving specific information

about the program, urging the public to

“Go Back to High School to Check Your
Blood Pressure Free on April 28-29.” Miss

Podine Schoenberger, medical writer of

the Times-Picayune kicked off the pub-

licity drive on Sunday, April 1, with a

special two-page spread in the feature sec-

tion. Intensive publicity, such as posters,

flyers, Public Service Announcements, in-

terviews on radio and television talk shows

and in newspapers, and front page news-

paper items with school listings, was gen-

erated during the two weeks prior to the

screening. In all, excellent cooperation

was obtained from newspapers and both

radio and television stations. The mayor
of New Orleans, Moon Landrieu, and the

lieutenant governor of Louisiana, James
Fitzmorris, also assisted with the pub-

licity.

Along with the publicity to inform the

public of the program, our other chief con-

cern was the recruitment of volunteers.

We knew that an enormous effort would
be needed to obtain enough qualified per-

sons to take blood pressures so that

the screening sites would be adequately

staffed. Volunteers would be asked to

serve in four-hour shifts: 10:00-2:00, or

1:00-5:00, on either Saturday or Sunday
and were mainly recruited from the Lou-

isiana State University and Tulane Uni-

versity Medical Schools and from the

schools of nursing of Hotel Dieu, Louisi-

ana State University, and Charity Hos-

pital. Approximately 1,000 medical and

clerical volunteers participated, and their

efforts were largely responsible for the

success of the program. We enlisted the

aid of the medical schools’ class presi-

dents to stimulate interest in the proj-

ect, and those physicians who were con-

nected with the medical school’s activity

encouraged students to volunteer. The
American Red Cross gave a big boost by
mailing volunteer cards to 900 member
nurses.

All medical and paramedical volunteers

were asked to supply their own sphyg-

momanometers and stethoscopes if they

could. LHA acquired back-up sphygmo-
manometers and stethoscopes on loan from
the Communicable Disease Center in At-

lanta and the Santa Ana Heart Associa-

tion. Each high school site was supplied

with at least two or three of each, and
extras were kept at the heart association’s

office in case of shortages or equipment

failure at any of the sites.

Recruitment of nonmedical volunteers

to help with registration, to distribute

CHEC material and to file cards was also

a major effort. Volunteers were drawn
from various groups such as the LHA
Heart Ambassadors, Parent-Teacher As-

sociations and Mothers’ Clubs, school fac-

ulties, Key Clubs, and other volunteer or-

ganizations. Priests and nuns staffed a

number of parochial schools.

At an early stage, the organization was

carefully outlined. Forty-three school sites

were to be opened in Greater New Or-

leans. The metropolitan area was to be

divided into 11 sections with roughly four

schools each; each section would be cov-

ered by an area chairman who would su-

pervise the sites periodically during the

screening days. Each school would be

staffed by one or two captains to or-

ganize the procedure, and there would

be ideally four to eight screenors and six

clerical assistants at each school for every

shift.

Area chairmen and captains were asked

to attend a training session and were

given sets of instructions for all person-

nel. Captains were asked to contact school

principals in advance to explain the pro-

gram to them and to secure their coopera-

tion. They were advised to visit the exact

site, which was usually the cafeteria, gym-
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nasium, entrance hall, or a suitably large

room, to determine any logistic difficul-

ties well in advance of the screening.

As a safety precaution, and also in or-

der to protect property and ensure or-

derly behavior in the lines, the commit-

tee was anxious to have guards on the

school sites. The police were unable to

supply the personnel, and it was decided

to contact the National Guard. General

Ansel Stroud generously promised ade-

quate guardsmen despite the emergency

work the Guard was involved with due to

flooding in Morgan City. These men not

only carried out their assigned duties, but

in many cases helped with the clerical

work and the actual screening procedure.

Communication was another considera-

tion of paramount importance. In many
of the screening areas, there would be no

telephone available on the weekend. Com-
munication among the captains, the area

chairmen, and the committee members
would be essential for the screening days.

We approached Mrs. Carol Rybicki, of

the New Orlean Amateur Radio Club, and
due to her efforts, a ham radio network
was provided for April 28th and 29th.

This was composed of stationary units in

three of the main school sites, mobile units

traveling between schools, and a power-
ful unit set up in the LHA office manned
by Mrs. Rybicki. Dr. Garbus would be
equipped with a mobile unit as would sev-

eral of the CIBA representatives.

With these basic considerations attended
to, and the screening date drawing near,

the pace of preparations increased mark-
edly. Twelve days before the screening,
we received 500 cartons of CHEC ma-
terial, data forms, identification cards,

leaflets and brochures from CIBA. Jef-

ferson and Orleans Parish school board
trucks picked up the material and de-

livered it to seven schools for packaging
by students. Later a staff member, driv-
ing a rented truck, picked up the material
and redistributed it to the school sites.

The publicity campaign became in-

tensive. Archbishop Hannan, Enzo Stu-
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arti, and physicians working with the

project appeared on local radio and

television shows. Dr. Garbus took May-
or Moon Landrieu’s blood pressure dur-

ing a press conference. Newspaper
articles appeared almost daily in the

Times-Picayune under Podine Schoen-

berger’s byline ;
Allen Katz of the

States-Item gave good coverage. Front

page boxes, with school listings on in-

side pages, appeared in both main news-

papers. On the weekend before the

screening took place, and the Saturday

and Sunday of the screening, priests,

ministers, and rabbis urged their con-

gregations to participate in the pro-

gram. Cub Scouts of Pack 7, Audubon
District, New Orleans helped distribute

posters.

CIBA had engaged film makers to do

a documentary on the New Orleans

mass screening project for use in pro-

moting community hypertension screen-

ing programs all over the country. In

the week before the screening, a film

crew covered planning meetings, re-

cruitment in the medical and nursing

schools, the distribution of CHEC post-

ers and other publicity around town,

and filmed Public Service Announce-
ments with A1 Hirt and Archie Manning.
They also filmed a follow-up at Charity

Hospital’s Hypertension Clinic as well

as in the Hotel Dieu Hospital’s Emer-
gency Room. Finally, they filmed the

actual blood pressure screening at three

of the high schools.

On Saturday, April 28th, the first day
of the screening, staff and volunteer

committee members arrived at the LHA
office early in the morning. Radio

units with ham operators were installed

in Dr. Garbus’ car and in the cars of

three of the CIBA representatives. They
would travel from site to site giving

suggestions and help as needed, report-

ing on problems and, as it turned out,

even pitching in and taking blood pres-

sures at some sites that were under-

staffed or where volunteers were late
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in arriving. By 9 :30, the LHA office

telephones were ringing incessantly and

the radio was flooded with messages.

One captain could not find the box of

supplies left for her at the site. Others

complained that volunteers had not yet

arrived or that no one had brought a

sphygmomanometer or a stethoscope.

Some had medical questions: “What
should be done with the screenee whose
blood pressure is soaring and whose
pulse is irregular?” CIBA representa-

tives and LHA staff were dispatched

with extra equipment. Some who knew
how to take blood pressure found them-
selves “volunteering” until the assigned

screenors arrived at the sites. In a few
instances the messages announced

:

“We have more screenors than we need
here.” These were promptly transferred

to other sites. Everywhere the lines

were long; crowds had showed up early.

Gradually the situation stabilized,

with a brief flurry at 1 :00 when the

new shift came in. Beginning at mid-

afternoon and until 5 :00 when the

schools closed, captains began to radio

in partial tallies, which were announced
on the evening news, along with a plea

for those persons who had not as yet

had their blood pressure checked to

do so.

On Sunday morning, there was a

front-page article on the screening. The
turnout was greater than the previous

day, particularly at schools located close

to churches, and the whole process was
much smoother. Although charts drawn
up from the volunteer cards indicated

that there would be a shortage of

screenors on Sunday, particularly in the

afternoon, many people who served on

Saturday agreed to come back. Much of

the credit for this goes to the medical
students, many of whom worked both

days.

Final tallies came in Sunday evening.

A total of 30,329 people had been

screened in the two days. Complete
data were obtained on 25,284 individ-

uals; of these, 8,102 or 32 percent were
referred to their physicians or usual

source of medical care because of ele-

vated blood pressure readings. Our re-

ferral rate was higher than has been

noted on some previous surveys. 2-4

This was a pilot project, and much
has been learned. Although it was con-

ceived long in advance, the actual plan-

ning took place within a very short

period of time—just nine weeks. For
this reason, insufficient time was
allowed for training, recruiting and
assigning volunteers, particularly medi-

cal volunteers. Only one training ses-

sion was set up for captains, who were
expected to orient both assistants and
screenors. Those who could not attend

were occasionally confused about the

procedure even though instructions were
provided. Several more training sessions

for all those involved would have made
a great difference. More sphygmoma-
nometers and stethoscopes were needed,

and the LHA has purchased 100 of each
to provide for future programs.

Publicity was good, but had it been

planned farther in advance and been

even more intensive, we might have
come closer to our goal of screening

100,000 individuals. However, despite

these problems, the LHA had screened

more people in a shorter time than had
ever before been accomplished. The
project was considered an unqualified

success. 5

Preliminary Conclusions

1. Mass screening is a feasible meth-

od of hypertension detection and can

be successful with adequate volunteers

and publicity planning.

2. Mass screening is necessary to

reach the large number of undetected

hypertensives. This project screened

4.7 percent of the potential adult pop-

ulation of New Orleans, of whom 32

percent had elevated blood pressure.

Projecting these figures to estimates of

the possible scope of the problem na-

\
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tionwide, it would appear that there

may be as many as 35 million or more

with high blood pressure, rather than

the 22 million usually quoted. 2

3. Follow-up measures after the

screening are recommended to assure

proper therapy and management. Dr.

Garbus has recently received private

funds for a follow-up program to con-

tact those persons found to have ele-

vated blood pressure at the time of the

screening project.

As a result of the publicity for the

New Orleans project, much local inter-

est in high blood pressure has been
generated throughout the state, and
planning for a statewide blood pressure

program is now in progress. Moreover,
public awareness and physician educa-
tion were greatly enhanced by this

screening.

With enough enthusiastic volunteers

and a relatively small budget, any com-
munity can organize such a project.

The benefits in terms of reduction of

the morbidity and the mortality of cor-

onary heart disease, stroke and renal

disease can be significant.

Recommendations for national pro-

grams of hypertension control can only

be made after a thorough evaluation of

the true extent of the problem. Mass

screening may be the only means of

achieving this goal.
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Aspiration of Mardi Gras Beads:

New Method for Removal by Fogarty Catheter

• "Aspiration of the bead into a bronchus by two youngsters

recently gave us a chance to verify the efficacy of a new use of

the Fogarty catheter in the management of this problem."

B. EUGENE BERRY, MD
DAVID

J.
DAVIS, MD

PAGE W. ACREE, MD
Baton Rouge

THE varied effects of Mardi Gras

upon our society are numerous and
fascinating, some of which are medical-

ly related. One challenging area has

been in the removal of trinkets and

beads from the ear canals, noses, and

airways, especially in children. Aspira-

tion of the bead into a bronchus by two
youngsters recently gave us a chance to

verify the efficacy of a new use of the

Fogarty catheter in the management of

this problem.

Case Reports

Case No. 1

:

S.G., 15-month-old male. This

infant had been playing with beads approxi-

mately two weeks prior to his admission, during

which there was an episode causing the parents

concern regarding aspiration. His only difficulty

was a chronic cough which persisted for about

two weeks. Two chest x-rays taken during this

interval were reported as normal. When first

seen by us, he was noted to have wheezes

throughout both lung fields. The expansion of

the chest seemed normal and symmetrical. Labo-

ratory findings were all within normal limits.

Chest roentgenogram showed no evidence of in-

filtrate, over-expansion, or shift of the medias-
tinum. Because of the question of aspiration, he
was bronchoscoped under general anesthesia. A
bead was found impacted in the right main stem
bronchus. It was possible to insert a No. 3

Fogarty catheter through the hole in the bead
but marked impaction prevented its removal.
The child was treated with dexamethasone
(Decadron®) intramuscularly for two days, and
was again bronchoscoped. Using the Fogarty
catheter, the bead was easily retrieved intact

from the right main stem bronchus. The follow-

From the Department of Thoracic Surgery,

Baton Rouge General Hospital, Baton Rouge,

Louisiana 70806.

ing day auscultation of the lungs was normal

and the chest roentgenogram was unremarkable.

The child was discharged without further com-

plications or symptoms.

Case No. 2: K.M., 8-year-old male. This boy

was riding his bicycle when he aspirated a bead

from a Mardi Gras necklace he was holding in

his mouth. He became acutely dyspneic and

cyanotic and was unable to talk. Mouth to mouth
resuscitation by his father relieved the acute

dyspnea and enabled him to talk, but he was
bothered with continuous right chest discomfort

and a hacking cough. He came to the Emergency
Room with wheezes over the right lower chest

anteriorly and posteriorly. The inspiratory and

expiratory periods were shortened on the right

and diminished right chest excursion. There was
no cyanosis. Crusted blood was noted in his

nares from recent epistaxis. Chest roentgeno-

gram showed a left mediastinal shift on expira-

tion. There was no infiltrate or evidence of

atelectasis. The foreign body was not visualized.

Bronchoscopy was performed under general an-

esthesia with a No. 5 Jackson bronchoscope

revealing an elongated bead impacted in the

right lower lobe bronchus distally. It was possi-

ble to pass a No. 3 Fogarty catheter through the

hole in the bead and retrieve it satisfactorily

intact. He was treated post-bronchoscopy with

intramuscular Decadron®. The following morn-
ing he was asymptomatic and his lungs were
clear to auscultation. The chest roentgenogram
had reverted to normal. He was dismissed with
no further symptoms.

Discussion

Similar to other endobronchial for-

eign bodies, the diagnosis may be only

suggested by the history and physical

findings (Case No. 1), or may be quite

clear (Case No. 2). However, other fea-

tures not seen with solid foreign bodies

merit noting. Beads or similar objects

with a central hole possess the ability to

tfg
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produce bronchial irritation without

complete obstruction due to the air pas-

sage through the bead. This is especial-

ly true of elongated beads, such as in

Case No. 2, in which, of necessity, the

bead aligns itself lengthwise within the

bronchus. With only partial obstruc-

tion, the usual signs of atelectasis, over-

expansion, or mediastinal shift may be

absent on chest roentgenogram (Case

No. 1). Physical examination may show
little abnormality, nr indicate reduced

aeration of a lobe or lung. Rales from
the reflex bronchospasm may be pro-

nounced as in Case No. 2.

If vigorous conservative measures fail,

removal of bronchial foreign bodies in

children is best done under general

anesthesia with a ventilating broncho-

scope. Endoscopic instruments designed

for removal of beads of the bronchi in-

clude the ball-bearing forceps, a Tucker
bead forceps, and a Gordon bead for-

ceps. 1 In 1968, Ullyot and Norman 2

reported the use of the Fogarty catheter

to pass beyond a foreign body, with-

drawing the object by the inflated bal-

loon.

A modification of this approach was
necessitated in our patients by the im-

paction of the bead which prevented
passage of the Fogarty around it.

Lengthwise alignment of the beads al-

lowed one to look directly down the hole
in the beads as viewed from the bron-

choscope. Utilizing the stylet, the small-

est (No. 3) Fogarty was manipulated

through the bead, where the balloon

was inflated and the bead withdrawn
with the catheter (Fig). A short course

of steroids may prove essential in re-

moval by reducing mucosal edema, as

in Case No. 1.

Fig. Fogarty catheter through central hole in

bead removed from the patient in Case No. 2.

Conclusion

The aspiration of a bead into the

tracheobronchial tree may be difficult

to removal endoscopically. Especially

when oblong and aligned along the axis

of the bronchus, a small Fogarty cathe-

ter may be passed through the bead to

provide simple retrieval.
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Fibrocystic Disease of the Breast

(Benign Mammary Dysplasia)

RALPH B. BERGERON, MD
New Orleans

XERORADIOGRAPHIC examination

of the breast is not only useful in

the detection and diagnosis of malig-

nant tumors but it is also quite helpful

in the demonstration and management
of various benign conditions, such as

mammary dysplasia.

Mammary dysplasia is an overall

connotation which includes fibrocystic

disease, papillomatosis, fibrosis, and
adenosis. The most common cause of a

lump in the breast of women aged 20

to 45 years is fibrocystic disease. The
mass may appear rather suddenly and
may even regress quite rapidly. The
cysts vary in size and can be quite

numerous. There is associated connec-

tive tissue hyperplasia which produces

a “dense” appearance on the xerogram.
The upper outer quadrants of the

breasts are typically heavily involved.

One large dominant cyst may produce

some asymmetry in an otherwise bilater-

al, symmetrical pattern. Calcifications

are uncommon but have been observed

in the cyst wall on occasion.

Fig 1 and Fig 2 are xerograms of a

49-year-old woman, gravid 0, who
noticed “lumps” in both breasts three

weeks previously. She had a history of

cystic mastitis in 1968. On physical

examination, multiple cysts could be

palpated in both breasts. Fig 1 is a

lateral view of the right breast (prior

From the Department of Diagnostic Radiology,

Alton Ochsner Medical Foundation and Ochsner
Clinic, New Orleans.

Reprint requests to Dr. Bergeron, 1514 Jeffer-

son Highway, New Orleans, Louisiana 70121.

to aspiration of the cysts) and it clearly

demonstrates multiple, large cysts, es-

pecially in the upper half of the breast.

There is also some increase in the con-

nective tissue stroma between the cysts.

The opposite breast had a similar pat-

tern. The larger cysts were aspirated

and 5 to 6 cc fluid was obtained from
each. Repeat xerogram following aspi-

ration (Fig 2) showed improvement and
disappearance of some of the cysts.

Fibrocystic disease regresses after the

Fig 1. Lateral view of the right breast on

xerogram. Note two large, well-demarcated cysts

in the upper half of the breast.

\
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Across the
street,

but
worlds away

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We've catered

to our distinguished guests

"from across the street” for a

good many years now. . . and
we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.
For reservations, call 524-0581

The Pontchartrain
Hotel

"Where dining in the Caribbean Room
is only one of your pleasures"

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

Fig 2. Repeat xerogram of right breast fol-

lowing aspiration of cysts. The two large cysts

in the upper half of the breast have been evacu-

ated.

menopause and is less severe in women
who have had multiple pregnancies.

Because the cysts have a tendency to

recur in the younger age groups and
“wax and wane,” periodic xerograms of

the breasts are a useful adjunct to the

attending physician who must contend

with “ a new lump” in the breast of the

patient who has been followed for years

with previous proved benign cysts. Is

the “new lump” another cyst or a ma-
lignant tumor? Xeroradiography may
help to make the distinction.

E. LYSLE ASCHAFFENBURG, Chairman of the Board
ALBERT ASCHAFFENBURG, President

PETER R. SHEPHERD, General Manager

J. Louisiana State M. Soc.Member, Preferred Hotels Association.



Dedicated to the Healing Arts.

ELKS PLACE MEDICAL PLAZA
is designed for Physicians,

Dentists, Para-medical Specialists.

5 Medical Plaza

lajor new down-
building in New
asigned exclu-

rve the medical

professions and
s.

ting is located

Place from the

lose and Throat

d close to the

:hools, Charity

d the site of the

complex. It is

ssible to major

es and express-

well served by
it.

Special features include:

Ambulance Entrance

Ground Level Minor
Emergency Room

Stretcher Elevator

Specially Engineered
Mechanical System
including Special Oxygen
Storage and Suction

Facilities

TV-Monitored in-Building

Parking

Doctors' and Dentists' Club
with Lounge, Library,

Conference and Meeting
Rooms

Pharmacy, Barber Shop,
Quick Food Service

Facility

Additionally, medical and
dental tenants will enjoy the

convenience of proximity to

speciality groups within the

building.

Elks Place Medical Plaza

offers doctors and dentists

a unique combination of lo-

cation, facilities and serv-

ices for present practice and
future growth.

For full details and de-

scriptive brochure, write or

wire: Elks Place Medical

Plaza, Room 534, Audubon
Building, 931 Canal Street,

New Orleans, Louisiana

70112 or call 529-2557

ELKS
PLACE
MEDICAL
PLAZA
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Service

Pharmaceutical Manufacturer Cf Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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dical Grand Rounds
from

Touro Infirmary

Pure Red Cell Aplasia in a

Cyclophosphamide-Treated Man with Lymphoma,
Neurilemoma and Lymphangioma

Dr. Paulina Rognoni: (a) The patient

today is a 62-year-old male seafood

dealer of Yugoslavian descent who had
been treated longer than 18 years

because of allergic asthma and chronic

obstructive pulmonary disease. Eight

months ago, he noted weight loss and
marked increase in weakness and short-

ness of breath
; so he consulted his phy-

sician. The patient’s hematocrit was
25 percent and his hemoglobin was 8.2

g/100 ml, whereas a year earlier the

< a) Intern, Department of Medicine, Touro In-

firmary.

Edited by SYDNEY JACOBS, MD
New Orleans

corresponding values had been only

slightly below normal. He was admitted

to Touro Infirmary where his significant

hematological findings were: Hemo-
globin 10.6 g; hematocrit 31 percent;

red blood cells 3,280,000/ml; reticu-

locytes 0 percent; white blood cells

7,100 with a normal differential tabu-

lation; platelet count 155,000/ml; mean
corpuscular volume 94 cubic microns;

mean corpuscular hemoglobin concentra-

tion 34; serum iron 206 mcg/100 ml;

iron binding capacity 256 mcg/100 ml;

and normal vitamin B-12 levels. A
smear of the bone marrow indicated

\
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complete absence of erythroid precur-

sors. A chromium-51 survival time of

red cells was only 20 days, a plasma

iron clearance (FE 59 method) was

more than 5 hours, and radio-iron utili-

zation was less than 5 percent in 10

days. A consulting hematologist diag-

nosed pure red cell aplasia.

Therapy was started with adrenocor-

tical steroids and cyclophosphamide; but

after three weeks the latter drug was
stopped because of marked leukopenia.

He required an average of one pint of

packed red cells per week. Four months

after the diagnosis of anemia, he was
admitted to the Touro Infirmary Clinic

Service because of serum hepatitis. We
noted him to be an underweight, jaun-

diced white man with an “emphysema-
tous” chest through which we auscul-

tated inspiratory musical wheezes and a

systolic apical cardiac murmur. Tender
hepatomegaly, and a right lower quad-
rant abdominal mass were observed. A

needle biopsy of the liver confirmed the

diagnosis of viral hepatitis. Our uro-

logical consultant demonstrated mild

meatal stenosis, large median lobe of

the prostate, displacement of the distal

third of the left and right ureter and
pyeloureterectasis of the left kidney.

He believed that transurethral prosta-

tectomy would be helpful. The patient

was discharged for recuperation to be

readmitted for consideration of reinsti-

tution of chemotherapy and a possible

splenectomy.

When he was readmitted 20 days later,

there was no jaundice but there was a

firm lymph node in the right supra-

clavicular area. A supraclavicular node
biopsy showed a neurilemoma. Subse-

quently at laparotomy, a retroperitoneal

cyst was excised, abdominal fluid was
obtained, and a transrectal biopsy was
performed. The cyst was shown to be

a lymphangioma, no cancer cells were
found in the ascitic fluid, and the pros-

t 1 1 i nanonaL
BanK
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tate was the site of benign hypertro-

phy. Ten days postoperatively, the

patient had an acute anterior myocar-

dial infarction followed by development

of pericarditis. He recovered and was
discharged after he had been given his

40th blood transfusion. Eight months
after the initial indication of the anemia,

he died suddenly at home.

Dr. Robert Parkman: (b) By intrave-

nous urography we demonstrated multi-

ple diverticuli of the bladder, by barium
studies a remarkable colonic diverticu-

lum and looping of the rectum about

the pelvic mass, and by chest films

pulmonary apical fibrosis and small

right-side pneumothorax.

Dr. Ruary O’Connell :
(c) When we

first answered the surgery consultation,

we saw a man who was exhibiting a

mildly tender mass in the right lower
quadrant with urographic evidence of

rightward displacement of the right

ureter, a man who might very well have
had a lymphoma. Subsequently a mass
was felt in the right supraclavicular

region. I performed a node biopsy and
had to sink below the nodal structures

to keep out of this mass. An iatrogenic

right apical pneumothorax was pro-

duced, but it was easily managed by
chest tube. A neurilemoma was the

pathologic diagnosis of that mass. Sub-
sequently, echography indicated the pel-

vic mass to be cystic. We performed
exploratory laparotomy, found and
removed an 8 cm in diameter cyst with
its stalk at the sacral promontory, about
the level of the first sacral vertebra.

The spleen and all other intra-abdom-
inal viscera appeared to be normal,

although we did detect a hypertrophic
rugal appearance on the outer wall of

the urinary bladder. We could feel no
evidence of any tumor and elected not

to perform a splenectomy. The patient

had no great blood loss during surgery

(b) Radiology resident, Touro Infirmary.
( c

> Surgery resident, Tulane University School
of Medicine.

and did well postoperatively, even sur-

viving a myocardial infarction.

Dr. German Beltran: (<1) The patient

had a rather uncommon hematological

disorder together with two very com-
mon conditions: atherosclerotic cardiac

disease and obstructive airway disease.

He had been treated with steroids at

one time for “emphysema”. He had two
different benign tumors which unfor-

tunately clouded the issue and suggested

lymphosarcoma or other malignant

growth. The diagnosis of pure red cell

aplasia was established on the basis of

complete and persistent absence of

reticulocytes and complete absence of

red cell precursors from his bone mar-

row.

Pure red cell aplasia can be defined

as a complete cessation of production

of erythrocytes by the bone marrow
with no evidence of either marked leu-

kopenia or thrombocytopenia. Obvious-

ly there is nothing pathognomonic about

having an absolute reticulocytopenia

and absence of red cell precursors from
the bone marrow. The Diamond-Black-

fan syndrome, a congenital abnormality

usually detected in the first six months
of life is, except for the patient’s age,

similar to adult pure red cell aplasia.

In certain acquired conditions, such

as chloramphenicol administration and
perhaps virus infections, an erythroblas-

topenia occurs which is self-limited and

may be undiagnosed through our failure

to perform reticulocyte counts and bone

marrow studies. Chronic hemolytic dis-

orders, such as sickle cell disease, hered-

itary spherocytosis and auto-immune
hemolytic anemia may be marked by
brief episodes of complete cessation of

erythropoiesis. Patients with a de-

creased red cell life span experience a

marked increase in severity of their

anemia and are diagnosed as “aplastic

crisis”. It has been suggested that ribo-

flavin deficiency may induce a similar

< d >Tulane University School of Medicine.
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red cell aplasia in children with kwash-

iorkor. Before making a diagnosis of

pure red cell aplasia, one must remem-

ber those transient forms of erythro-

blastopenia. For this reason, I don’t

think a diagnosis of pure red cell aplasia

should ever be established unless the

patient has been shown to have persis-

tent and complete reticulocytopenia and

persistent absence of red cell precursors

from the bone marrow.

It is not uncommon for pure red cell

aplasia to be found associated with

other abnormalities, particularly thy-

moma. The literature states that 30 to

50 percent of patients with pure red

cell aplasia have thymoma, but I be-

lieve that this is probably an inflated

figure. Thymoma should be actively

searched for in patients with pure red

cell aplasia because if the thymoma is

removed, one quarter of those patients

will experience a remission. If the thy-

moma is not removed, the patient prob-

ably will not respond to any form of

therapy.

Occasionally red cell aplasia has been

associated with myasthenia gravis or

with lymphoma. Patients with pure red

cell aplasia may be found to have posi-

tive Coombs’ test, a positive rheumatoid

factor, a positive antinuclear factor or

hypogammaglobulinemia. It is unusual

that one given patient will exhibit more
than one of these abnormalities and in

the case of this particular patient, he

certainly had a positive antinuclear fac-

tor. What appeared as an enlarged

supraclavicular lymph node was found

at biopsy to be a benign neurilemoma

;

an abdominal mass suggested lympho-
ma, but again we discovered a benign

tumor, a retroperitoneal cyst. There
were bladder changes, but the patient

had not received a sufficient amount of

cyclophosphamide to produce these. It

has been suggested that pure red cell

aplasia could represent a form of auto-

aiming tor an exmpition 1

Warsaw, at the Zacheta Palace, where the

principal French artists of the past century,

were presented, included were Gauguin,

Cezanne, Utrillo, etc. . . . Fifty thousand

people viewed this painting which hung

SODOME ET GOMORRHE
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immune disease. The bone marrow of

a patient can be cultured in vitro and

radioactive iron can be added to the

system. Heme synthesis will occur and

the radioactive iron will be incorporat-

ed. After a few days, the heme can be

extracted to determine the amount of

radioactivity incorporated. The plasma

or the immunoglobulin G of patients

with pure red cell aplasia will inhibit

such marrow growth suggesting that an

antibody plays a role in such inhibition.

Dr. Sanford Krantz 1 has suggested that

patients with pure red cell aplasia

whose marrow is able to overcome such

inhibition in vitro when incubated with

a compatible plasma from a normal in-

dividual, will be more likely to benefit

from immunosuppressive therapy.

We tested this patient’s marrow and

found that after 64 hours of incubation

with normal plasma, its function in-

creased by 205 to 218 percent, whereas

capability to respond to therapy usually

takes a factor larger than 300 percent;

however, we started him on prednisone

and cyclophosphamide. After about

three to four weeks’ therapy, he became
profoundly leukopenic. Cyclophospha-

mide had to be discontinued, and imme-
diately after that he developed several

complications which prevented further

treatment.

Now, what must we consider ade-

quate therapy for these patients? Well,

probably any type of immunosuppres-

sive agent would be effective. Patients

have responded to Immuran, to corti-

costeroids alone but perhaps the best

response has been obtained by a com-

bination of cyclophosphamide and cor-

ticosteroids. We shall soon publish a

report on a patient from whom, at sple-

nectomy, we obtained splenic vein blood

and spleen lymphocytes. We demon-

strated that both splenic plasma and

spleen lymphocytes inhibited normal

bone marrow from synthesizing heme
in vitro.

Dr. Sydney Jacobs: (e) Dr. Beltran,

how long does a person live after the

diagnosis of pure red cell aplasia has

been made ?

Dr. Beltran: Some patients have re-

missions as long as three or four years

only to relapse
;
others fail to respond

and die from complications such as

hepatitis, hemochromatosis or blood

transfusion reaction. My own experi-

ence with pure red cell aplasia has not

been very fortunate. All of my patients

have been elderly individuals, and all of

them died suddenly.

Dr. Carlos Alfaro :
(t) You talk about

this self-limited episode of red cell

aplasia. About how long does that in-

terval last?

Dr. Beltran: No longer than a few
days, a week.

Dr. Alfaro: Is that the same reaction

that would be responsible for the ane-

mia of bacterial infection or is it specific

for certain viral infections?

Dr. Beltran: The anemia for acute

infection is really poorly understood. It

is assumed that there are factors that

suppress erythropoiesis other than just

erythroblastopenia which certainly does

not occur in every patient with infection.

Dr. Rognoni: In the peripheral smear

of pure red cell aplasia, what kind of

anemia do you see ?

Dr. Beltran: Normocytic, normo-

chromic anemia as this patient had.

Dr. Jacobs: Miss Mitchell, you saw
that man didn’t you ?

Miss Cindy Mitchell :
(s) He was quite

depressed
;
but considering his physical

condition, I would think that would be

a normal reaction.

Dr. Jacobs: Did he know that he had
an inevitably fatal disease ?

Miss Mitchell: Yes. I know that he

Chief, Department of Medicine Touro In-

firmary; Clinical professor of medicine, Tulane

University School of Medicine.

U) Medicine resident, Touro Infirmary.

(s) Clinical counselor, Social Service Depart-

ment, Touro Infirmary.

\
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was aware of the diagnosis of red cell

aplasia when he came in.

Dr. Aziz Ramos :
(h) As Miss Mitchell

said, we explained to him very clearly

that the mass that he had in the abdo-

men could be a lymphoma. We ex-

plained to him what a lymphoma is,

and that is the time when he started

getting more depressed. After the oper-

ation, we told him it wasn’t anything

like cancer, and his mental condition

began to improve. I believe that he

died happy at home.

Dr. Beltran: We must not confuse

pure red cell aplasia with aplastic ane-

mia wherein there is complete failure

of the bone marrow. Furthermore,
there is no evidence whatsoever of any
disturbance of immune mechanisms in

aplastic anemia as there is in pure red

cell aplasia.

Dr. Jacobs: According to our ideas,

pure red cell aplasia is a failure of the

< h) Medical intern, Touro Infirmary.

erythroid-committed stem
,
cell that

makes the red cell elements, whereas in

aplastic anemia we are concerned with

a more primitive stem cell.

Dr. Beltran: That is probably correct.

Editor’s Note: Krantz 1 defined pure

red cell aplasia as a “condition in which

human beings suddenly stop producing

red cells”. He also demonstrated that a

patient with pure red cell aplasia manu-
factures a bone marrow inhibitor which
is carried in the blood plasma and is a

gamma-G inhibitor of heme synthesis.

This cytotoxic gamma-G globulin at-

tacks erythroblasts but not red cells.

The relationship, if any, of the two
benign tumors in this patient to his red

cell aplasia is unknown. Obviously, pre-

cise categorization of anemia is manda-
tory even when there is so apparent a

cause as lymphoma.

References
1. Krantz SB: Pure red-cell aplasia seminars in medi-

cine of the Beth Israel Hospital, Boston. New Eng J

Med 291 :345-350, 1974
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

STEPHEN P. GLASSER, MD, FACC, FACP
Shreveport

This electrocardiogram was obtained from a 70-year-old woman with recent

onset dyspnea and fever (Fig 1). A left lower lobe pneumonitis was present. Fur-

ther history revealed that the patient had been placed on a “tablet” one week
prior to be taken on a TID basis for two days and then once per day thereafter.

Because she was not feeling well, however, she continued taking the medication

three times daily. Her BUN was 70 mgm percent.

LEAD II

Fig 1.
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What is your diagnosis?

Elucidation is on page 275.

Dr. Glasser is an associate professor of medicine and Chief, Cardiology Section, Department of

Medicine, LSU School of Medicine in Shreveport, Shreveport, Louisiana.
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(juedt Editorial

Re-certification and/or Re-licensure

J.
MORGAN LYONS, MD

New Orleans

Prior to 1971, a physician who obtained

a license to practice medicine in a state

could be sure that it was his for life, pro-

vided he did not run afoul of the authori-

ties for violations of state or federal laws.

During his entire professional career, no

one challenged his competence to continue

his practice, no matter how antiquated

his methods became. He was not required

to present to any authority evidence that

he kept abreast of the awesome number
of advances in medicine. Considering the

grave responsibility of the average doctor,

this lifetime carte blanche cannot be con-

doned. The fact is, however, though no

laws forced him to do so, the doctor usu-

ally attempted to police his own colleagues

by hospital review boards and various

other methods, and also to increase his

medical knowledge by attending meetings

and assemblies, and by reading.

Not until 20 years ago, after the Amer-
ican Academy of General Practice insti-

tuted a rule that all members must submit

proof of participation in continuing edu-

cation for maintenance of membership, did

some of the state medical societies become
interested in passing similar rules.

New Mexico was the first state to pass

and implement a law linking continuing

education with re-licensure. Any doubts

that we may have regarding the constitu-

tionality of such a law may be dispelled.

We are informed by legal counsel “It cer-

tainly is within the power of a state to

require examination for initial licensure.”

The New Mexico law required that phy-

sicians attain credit for 150 hours of con-

tinued medical education within a three

Dr. Lyons is secretary-treasurer of the Louisi-

ana State Board of Medical Examiners.

year period in order to maintain licensure

in that state. This continued medical edu-

cation may be obtained through formal

programs in conjunction with the state

medical school, the county medical society,

or a combination of the two.

Following the passage of this law in

New Mexico, a similar act was imple-

mented in Maryland. Recently, the legis-

lature in Kentucky passed such a law, but

at present has not activated it. In addi-

tion, a law has been introduced into the

General Assembly of Virginia, and a bill

has been drafted for introduction into the

legislature in Iowa.

One can visualize insurmountable prob-

lems in the question of re-licensure. Some
of the questions one may propose are:

What mechanism of re-licensure?

What type of examination, if any?
There is a question of tailoring the ex-

amination to the physician or to the medi-

cal discipline involved—will the examina-

tion proposed for the family practitioner

in, for instance, Erath, Louisiana, be ap-

plied to the dermatologist practicing in a

metropolitan area?

How will the cardiovascular surgeon be

evaluated for his re-licensure status?

Shall the Board of Examiners consider

specialty board re-certification as adequate

criteria for re-licensure, thereby relin-

quishing a right granted by state law?

That is, if an OB-GYN specialist has ful-

filled the requirements for re-certification

in his specialty, will that make him accept-

able to the Medical Board for re-licensure?

Consider the general practitioner in Dry
Prong, Louisiana, or Happy Jack (in

Plaquemines Parish)
,
Louisiana. Will they

take the same examination as a professor

of Family Practice in Shreveport?
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Shall we discard and forget for the time

being the requirement of examination for

re-licensure, and shall re-licensure be ori-

ented and radiate from the concept of con-

tinued medical education?

Shall the governing body of our state,

the legislature, lay down the requirements

for re-licensure, or shall the Board of Med-

ical Examiners propose and draft the plan

for this statewide project of re-licensure?

Shall re-certification in a medical spe-

cialty be tantamount to proof of profes-

sional qualifications for re-licensure?

Will the Medical Board grant the pre-

rogative of re-licensure to such specialty

board disciplines?

At the present time, re-certification can

be regarded as a merit badge—a nice dec-

oration to wear, but of no economic sig-

nificance. In the future, if re-licensure

is based upon re-certification, it could be-

come a matter of economic life or death.

The president of the Federation of State

Medical Boards, Dr. Howard Horn, pre-

dicts “Some physicians will be lost by
their failure to meet requirements and
perhaps more practitioners will elect to

avoid the challenge of re-examination and
re-licensure by accepting early retire-

ment.”

One question regarding the re-licensure

appeared in a New England Medical Jour-

nal in June, 1974, by Dr. Gregory Bron-
dos:

Can we ask physicians to become consumer
representatives on boards that give re-licensure

or re-certification examinations to other profes-

sionals such as engineers, CPAs, members of the
clergy, corporate executives, lawyers and govern-
ment employees, including congressmen?

Many would willingly accept and wel-

come re-licensure in our profession if all

professional groups were subject to such
reevaluation and re-licensure. This re-

quirement should not exclude the super-

annuated congressmen, senators and jur-

ists who sit in the legislative halls and
courts of this country despite instances

of physical and mental incompetence.

At present, Senator Edward Kennedy

of Massachusetts and Senator Daniel

Inouye of Hawaii are preparing to intro-

duce a bill to Congress that will estab-

lish national medical licensure. Presum-

ably, Senator Kennedy’s great concern re-

garding human life and health are factors

that prompted his interest in medical li-

censure. It is somewhat reassuring and

refreshing to note that the senator’s con-

cern for human life has appreciably in-

creased since his days at Chappaquiddick.

Senate Bill No. S215, authored by Sen-

ators Kennedy and Inouye, is one to amend
the Public Health Service Act. Part D of

this bill refers to minimum national stan-

dards for state licensure of health profes-

sionals.

Section 1731 (a) (1) Within two years of

the date of enactment of this part, the Secretary

(Secretary of Health, Education and Welfare)

shall in consultation with appropriate professional

organizations, and in cooperation with any rec-

ognized national professional testing organization

or organizations, develop and establish national

standards for the licensure of health professionals

and prepare appropriate examinations for the

initial licensure and appropriate procedures for

the subsequent renewal of such licensure (which

shall be required periodically, but at least once

every six years).

The demands for re-certification and re-

licensure will increase rather than dimin-

ish in the near future. Dr. Claude Welsh,

past president of the American Academy
of Surgeons stated: “I believe within the

next decade, a physician will be required

to be re-licensed to practice and to be re-

certified as a specialist.”

The doctor has been harassed by nu-

merous sources—the federal government,

the insurance carrier, the politicians and

the journalists to name a few. What ills

exist in the delivery of health care in this

country are blamed upon the physicians.

The time may come when the number of

doctors in this country falls to a danger-

ously low level, as young people choosing

their life’s work will bypass the long years

of study and postgraduate training know-
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mg that they only lead to a very regi-

mented government controlled and gen-

erally unrewarding profession.

After prolonged study and consideration

of the various proposals being made, I

would recommend that the question of re-

certification be designated to the specialty

boards, and leave licensure to the medical

boards. It is hoped that re-licensure will

not be demanded; but if it is, I would rec-

ommend that the members of the medical

profession be permitted to regulate the li-

censure of their own profession without

political interference—either state or na-

tional. And, finally, I would recommend
the the profession continue to advocate

with all possible vigor, continued medical

education.

\

Electro-

cardiogram

of the Month
ELUCIDATION

The rhythm strip demonstrates sec-

ond degree atrioventricular (A-V)

block which had been interpreted else-

where as a Mobitz Type II heart block.

The conducted beats occur at a PR inter-

val of 0.20 seconds. The interval P wave
does not conduct. The P-P interval is

constant at 0.70 seconds. Further his-

tory revealed that the “tablet” taken

by the patient three times daily was
Digoxin. Because of this, 0.6 mgm of

atropine was administered intravenous-

ly during ECG monitoring. Shortly,

thereafter, the rhythm strip seen in Fig

2 was recorded. This demonstrates a

rather classic 3:2 Wenckebach period-

icity (Mobitz I block).

If 2:1 block predominates (particu-

larly if the conducted QRS complexes

are normal in duration) the distinction

between Type I and II may be difficult.

Since it is well known that digitalis

causes block at the A-V node, it was
suspected that the rhythm strip depicted

in Fig 1 was a 2:1 Wenckebach (Type
I) A-V block. Long rhythm strips with

close observation and the use of atro-

pine will, in the majority of cases, reveal

the transition to longer Wenckebach
periods allowing for a distinction in the

two types of second degree block.
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better service. And you have the peace of mind in knowing that your financial program
is professionally handled and placed only with first-line, long-established companies.

Please inquire about our confidential review and analysis of physicians’ financial

programs.

Coordinated Planning Services, Inc.
555 BUILDING • ST. TAMMNY STREET • P. 0. DRAWER 66635 • BATON ROUGE. LOUISIANA 70806

TELEPHONE (504) 926-6370
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ation lection

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

SYNOPSIS OF MINUTES

LOUISIANA STATE MEDICAL SOCIETY
HOUSE OF DELEGATES
New Orleans, Louisiana

May 4-6, 1975

MINUTES

1974 House of Delegates—adopted as printed.

Executive Committee meetings since 1974 An-

nual Meeting—adopted as printed.

SPECIAL ORDERS

Invocation—Dr. F. P. Bordelon, Jr.

Salute to Flag—led by Chairman of the House.

Roll of Officers—read by Dr. H. Ashton

Thomas.

New Delegates recognized.

Roll of Deceased Members read
;

period of

silence in memory.

Remarks of Chairman; particular reference to

parliamentary procedure.

Introduction of guests.

Talk by Dr. Jere Annis, member of AMA
Board of Trustees.

Talk by Mr. Robert Youngerman, Coordinator

for the Southeastern Regional Medical Program.

Announcement that Dr. Charles A. Hoffman,

Chairman of the National Medical Liability Com-
mission, would address House of Delegates at

their luncheon.

Birthday greetings to be sent to Dr. C. Grenes

Cole, Secretary-Treasurer Emeritus, on his birth-

day.

Greetings to members of LSMS Woman’s Aux-

iliary.

REPORTS WITHOUT RECOMMENDATIONS
(received for filing)

Officers—President; Secretary-Treasurer (in-

cluding supplemental financial report)
;

Board

of Councilors; Councilors of First, Second, Third,

Fourth, Fifth, Sixth, Seventh and Eighth Dis-

tricts.

Other Reports—Council on Legislation; Divi-

sion of Socio-Economics; AMA Delegates and

Alternates; Legal Counsel; Legislative Consul-

tant; LAMPAC; Louisiana State Board of Medi-

cal Examiners.

Committees—Credentials; Rules and Order of

Business; Aid to Indigent Members; AMA-ERF;
Drug Abuse and Alcoholism; Emergency Medical

Services; Environmental Health; Fragmentation

of State Government Health Services; Health

Care Costs; Hospitals; Industrial Health; Insur-

ance; Journal; Liaison with Organized Special-

ties; Louisiana Organization for State Legisla-

tion; LSMFP and Health Insurance; Maternal
and Child Health; Maternal Welfare; Medical

Manpower; Medical Testimony; Medicine and
Religion; Mental Health; Nuclear Medicine;

Pediatric and Adolescent Health; Public Rela-

tions; Rural and Urban Health; Scientific Pro-

gram; and Woman’s Auxiliary (Advisory Com-
mittee).

REPORTS WITH RECOMMENDATIONS
(acted upon as indicated)

Past Presidents Advisory Council—filed for in-

formation—The Council recommended that: 1)

Resolution No. 801 be adopted; 2) if Resolution

No. 812 was adopted, the entity created should

be a committee; and 3) Resolution No. 817 be

referred to Legal Counsel.

Executive Committee—adopted—1) Rewording
of recommendation of Committee on Aid to Indi-

gent Members; 2) Rewording of recommendation
of Cancer Commission; 3) Rewording of recom-

mendations of Committee on Medical Aspects of

Automotive Safety; 4) Suggested change of rec-

ommendation of Committee on Pediatric and Ad-
olescent Health; 5) Rewording of recommenda-
tion of Committee on Sports Medicine and Col-

lege Health; 6) Recommendation that Honorary
Membership in LSMS be granted to Miss Annie
Mae Shoemaker; and 7) Recommendation that
tape recordings of meetings be destroyed after

written minutes have been approved.

REPORTS OF COMMITTEES WITH
RECOMMENDATIONS

(acted upon as indicated)

Advisory Coynrnittee to Study P.L. 93-6U1—
adopted as follows: Recommend to the Governor,

for transmittal to the Secretary of HEW, that

Louisiana be divided into four HSAs. All rec-

ommendations of this committee should be pref-

aced with a statement that the LSMS is op-

posed to this law with its principles of manda-
tory health planning.

Aging—adopted as follows: 1) That William
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A powerful lot of people

have been saving at

Eureka since 1 884

INSURED

See Eureka for Home Loans

2525 Canal Street Phone 822-0650
110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

H. Stewart, M.D., Commissioner, Louisiana

Health & Human Resources Administration, be

made aware of the need to transmit informa-

tion concerning patient care in Mental Health

Treatment Centers to the attending family phy-

sician concerning thedr mental status and drugs

they are receiving. 2) That the LSMS encour-

age its members to interest themselves in the

development of community operated non-profit

programs which would provide services needed

by elderly people in the community who are un-

able to provide for themselves. 3) That the

LSMS interest the Governor and Legislature in

allowing any indigent person age 75 and over,

who voluntarily seeks nursing home care, to be

admitted without having to meet specific medi-

cal criteria. That levels of care in nursing homes
be discontinued and that there be one level of

care for all patients. Reimbursement to nursing

homes to be determined by one reimbursable

cost. 4) That non-medical programs related to

chronic disease and aging be continued and ex-

panded where possible. 5) That the House of

Delegates be aware of unmet needs of aging

and offer leadership in this area.

Areawide Planning—referred back to the Com-
mittee for rewording: The LSMS Committee on

Areawide Health Planning recommends that all

LSMS members be encouraged to participate in

comprehensive health planning.

Budget and Finance—adopted as follows: Rec-

ommendation that the proposed budgets of the

General Fund, Socio-Economics, and LSMS-ERF
be approved.

Cancer (Commission)—Recommendations No.

1 thru No. 4 were adopted as follows: 1) Mem-
bers of the Society continue to consider and

evaluate the applicability and feasibility of

Xerographic, ultrasonic radiographic method of

mammography for early detection of breast can-

cer. 2) Members of the Society continue to pro-

mote lay and professional education as well as

development of improved facilities for early de-

tection of cancer in various sites. 3) Members
of the Society combat unwarrantedly pessimistic

professional and lay attitudes concerning prog-

ress in early diagnosis and effective therapy
for breast and uterine cancer as well as for

neoplasms in other sites. 4) Members of the

Society consider and disseminate the concept that

advancement in the management of cancer is in

large measure dependent on what can be ac-

complished through consideration of cancer from
the epidemiological standpoint rather than in-

dividual cases. Recommendation No. 5 was re-

ferred to the Committee on Budget & Finance
as follows: 5) The sum of $500.00 be budgeted
for use of the Cancer Commission as may be

needed during 1975-1976.

Charter, Constitution & By-Laws—filed as fol-
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lows: That the Charter of the LSMS be amended

so it is perfectly clear that component societies

have the option of incorporating. To this end,

an amendment to Charter Article III was pre-

sented, voted upon and adopted.

Chronic Diseases—filed as follows: 1) ESRD
patients be treated under the general Medicare

provisions, and reimbursement for same be simi-

lar to reimbursement for services for any other

Medicare patient. 2) The concept of a network

approach to ESRD care is acceptable in prin-

ciple to the Committee because it is the best

available method of providing comprehensive care

to the ESRD patient. However, it must not be

defined by narrow boundaries nor by internal

constraints which restrict the free flow of pa-

tients from one specific institution to another.

3) The network should not exercise managerial

direction over the professional aspects of the

network operation. 4) The determination of the

professional competence should be the responsi-

bility of the peer group in the community and
not by Peer Review by Federal Government. 5)

The network concept must include flexibility to

allow for traditional referral patterns within

the geographical area and provide for more than

one facility to provide one or all modalities of

care, if possible. 6) A numerical requirement

should not be used to determine eligibility of a

facility to provide service. The eligibility of a

facility to provide the services under ESRD
program should be based on its ability to pro-

vide quality care. 7) The establishment of local

Medical Review Boards is unnecessary and ob-

jectionable since this involves PSRO which is

contrary to the policy of the LSMS. 8) The
available renal disease professional in the com-
munity could better handle the problem of pro-

fessional consultations. The Committee dis-

approves of the mechanisms expressed for pro-

fessional consultation because it involves the Na-
tional PSRO Council. 9) The Committee recog-

nizes the need for professional consultation and
proposes that the LSMS make such professional

consultation available as requested. 10) The op-

tions for reimbursement provided by the DHEW
are not acceptable to the Committee because
they are discriminatory against patients and
physicians, and the Committee proposes instead

that the traditional Medicare principles and
methods of reimbursement apply to the ESRD
program. 11) The DHEW obtain from private

sources cost data which would allow them to

reimburse according to actual expenses rather

than according to arbitrary figures. The Com-
mittee does not agree that there is little or no

valid medical and non-medical data on which

“prevailing” charges can be determined, and rec-

ommends that the DHEW locate and utilize this

data. 12) Usual and customary fees should be

used in lieu of the assignment method of pay-

ment as proposed. 13) That derogatory lan-

guage applied to the vast majority of physi-

cians not be used in policy statements. 14) These

recommendations be made known to Secretary

Caspar Weinberger of the Department of HEW.

Diabetes—filed as follows: 1) That the LSMS
support and encourage the reactivation of the

Louisiana State Diabetes Association so that

more public attention may be focused on the

problem of diabetes. 2) That the LSMS sup-

port and encourage programs of diabetes detec-

tion in the various communities throughout the

State. 3) That the LSMS encourage and sup-

port the development of a nutritional educational

program for the intensive education of patients

and the public in the problems of diabetes and
obesity. 4) That the LSMS continue its sup-

port of the Louisiana Camp for Diabetic Chil-

dren.

Disaster Medical Care —filed as follows: 1)

Coordination of existing hospital plans with re-

gional and area plans for Disaster Medical Care

under Civil Defense direction. This will be in

cooperation with various local health planning

councils or interested existing industrial groups.

2) Physicians on local hospital disaster rosters

be available for volunteer service to needed emer-

gency areas if so requested by the State Health

Officer of the Civil Defense Agency.

Hall of Fame—adopted as follows: That the

following be included in the LSMS Hall of

Fame: Claude A. Martin, M.D.; Leon J. Menville,

M.D.; and H. Ashton Thomas, M.D.

Infectious Disease Control—filed as follows:

1) That the LSMS endorse Dr. Gohd’s proposal

for the establishment of a Varicella-Zoster Im-

mune Plasma Bank for the benefit of the people

in Louisiana. 2) That the LSMS urge physi-

cians to make a special effort to report measles,

treating it as a rare disease, by immediate tele-

phone call to the Division of Health, and to

document these cases by serological study. 3)

That the LSMS support local and regional cam-
paigns on venereal disease education.

Liaison with Louisiana Hospital Association—
filed as follows: 1) That physicians and hos-

pital administrators familiarize themselves with

Act 315, re Confidentiality of Medical Records

and Liability Exemptions. 2 ) Seek amendments to

Act 315, to provide that patients’ records can

only be released to a third party by the patient’s

“informed” consent. 3) Seek amendments to

Act 315, limiting information given to third party

carriers to that needed to make an intelligent

decision. 4) Suggest that the House of Dele-

gates refer to the Executive Committee the con-

flict between Act 315 and LSMS Resolution No.

406. 5) To urge members to review “Report on
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Physician-Hospital Relations 1974” which may
be obtained from the AMA. 6) That physicians

and administrators work more closely together

to understand and solve mutual problems, and

that problems be brought to the committee via

the State Society and the Louisiana Hospital

Association.

Liaison with Louisiana State Bar Association

—filed as follows: 1) Local Medical Societies

should meet with their Parish Bar Associations

at least once a year to discuss mutual prob-

lems. 2) Conflicts between a particular doctor

and lawyer should be discussed with the mem-
ber of this Committee who resides closest to the

doctor involved, when that doctor needs help

in presenting conflicts to this Committee. 3) It

is suggested that a Medicolegal panel be held

at the State Medical Society yearly, as an edu-

cational feature of the meeting. 4) Conclusions

of the deliberations of this Committee which are

of general interest to the membership and any

forms useful for the doctors in their relation-

ships with lawyers should continue to be dis-

seminated to the general membership in the same
manner as in the past.

Liaison vnth Medical Schools and SAMA—
filed as follows: 1) That the LSMS encourage,

support and foster the development of family

medicine residencies in Louisiana. 2) That the

functions of the Committee on Liaison with Med-
ical Schools and SAMA be consolidated with the

Committee on Medical Education, to be known
as the Committee on Medical Education.

Liaison with Nurses—filed as follows: 1) It

is recommended that the Committee be continued

as a means of continued close association with
our nursing profession. 2) The LSMS reaffirms

its support of an expanded role for the nurse in

providing patient care under the supervision of

a licensed physician or dentist.

Long Range Planning—adopted as follows: 1)

That the Councilor in each medical district be

required, as part of his duties as Councilor, to

conduct two meetings a year to which the of-

ficers and delegates of the component societies

in his district are invited; these meetings to be
open to the membership of the component so-

cieties who wish to attend. Each Councilor shall

be responsible for the organization and agenda
of these meetings. After each meeting the
Councilor shall submit a written report to be
presented to the Executive Committee. 2a) That
whenever possible, LSMS committee meetings be
scheduled far in advance and meeting dates be
published in the Journal. By doing this, any
member knowing of specific health problems who
might be able to assist the various committees
would have an opportunity to meet with them.
2b ) The Committee also felt that consideration
should be given to appointing committee mem-

bers, where practical and not in conflict with

the By-Laws, from the same area in order to

secure better attendance at committee meetings.

3) It was recommended that information derived

from internal review processes could be for-

warded to the Louisiana State Board of Medical

Examiners, if warranted, and if initial internal

corrective measures had not resulted in solution

of a particular problem. The Committee felt that

revocation of membership, which amounts to

moral suasion, is not sufficient punishment for

physicians who violate medical ethics or per-

form their duties in an incompetent manner.

Medical Aspects of Automotive Safety—Recom-
mendation No'. 1 was deleted: Recommendation
Nos. 2 through 7 were filed as follows: 2) Stan-

dard safety regulations for school buses and in-

stitution of program on education for bus drivers

with reference to first aid and other safety mea-
sures. 3) Recommend inclusion in drivers train-

ing course intensive section on automobile-motor-

cycle safety measures. 4) Institution of training

courses in the State for motorcycle operators.

5) Go on record as supporting a separated lim-

ited access 4-lane north-south highway in Lou-
isiana. 6) Reiterate its recommendation for

mandatory seat belts in all automobiles, as long

as the seat belt does not encompass the factor

of ignition locking devices. 7) The committee
submit by proper channeling to the Legislative

Committee a suggestion for investigation of civil

immunity for doctors reporting individuals with
driving impairment to the Licensing Bureau.

Medical Defense—filed as follows: It is rec-

ommended that very soon in the coming year

this Committee meet with the Society’s legal

counsel to find ways that this group may assist

in medical defense of malpractice claims. Some
areas that might be explored are: 1) Joint

Medico-Legal groups to work out agreements to

review claims, prior to filing. 2) Formation of

a State-wide Panel of experts willing to assist

the defense when the Committee believes there

has been no malpractice shown. 3) More enthu-

siastic support by local societies for the State

Society’s endorsed malpractice insurer. 4) Edu-
cational programs to point out the best ways
to stop malpractice claims before they start. 5)

Enlargement of this Committee to include one

member of each component society or one in

each congressional district, the member to keep
each local society fully informed of the activities

in that area.

Medical Education—filed as follows: 1) That
the LSMS encourage the Commissioner of the

LHHRA to maintain, promote and expand the

services of the Louisiana Hospital Television

Network and that this network be preserved

under the direction and supervision of health

professionals and medical educators in coopera-
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tion with the LSMS. 2) That the Committee on

Liaison with Medical Schools and SAMA be

combined with the Committee on Medical Edu-

cation, and that the Committee be known as the

Committee on Medical Education.

Public Health—adopted as follows: That the

LSMS adopt the policy on school health educa-

tion as proposed by Dr. H. H. Hardy, Jr. (This

policy is on file at the LSMS office.)

Public Health and Environmental Health—filed

as follows: 1) FLU VACCINE—Reaffirmation

of previous recommendation that the Society con-

tinues to support and promote the provision and

administering of flu vaccine for indigents at high

risks. 2) RUBELLA VACCINE—Recommends
that Rubella vaccine be given to children as a

part of their routine immunization package which

is being offered throughout the state; also in-

crease activity in the Rubella immunization pro-

gram for non-immune females, with appropriate

birth control measures for those at risk of preg-

nancy. 3) DRINKING WATER AND ITS

HEALTH EFFECTS—There has been much
furor on this subject and probably will be much
more before the subject is laid to rest. Such

interest and concern are justifiable but panic is

not. There is not an adequate data base to de-

termine what relationship exists between local

circumstances and health, particularly long-range

relationships or outcomes such as cancer. This

circumstance can be partially corrected through

the establishment of a state-wide tumor registry.

The full cooperation of the medical profession

with such efforts must be forthcoming if they

are to be successful. 4) ENVIRONMENTAL
POLLUTION IN GENERAL—There are numer-
ous sources of air and water pollution in our

communities which could be corrected at reason-

able cost and minimum inconvenience to our

citizens. These must be pursued aggressively if

we are to protect ourselves from future environ-

mental crises. The Society is urged to support

vigorous enforcement of all existing laws pro-

hibiting such pollution and to support new legis-

lation where such is deemed necessary. 5) The
Committee strongly recommends the adoption of

Dr. H. H. Hardy’s policy on school health edu-

cation.

Regional Medical Programs—filed as follows:

The Committee recommends that it be abolished,

since the program it is charged with monitor-

ing will cease existence shortly.

Sports Medicine and College Health—filed as

follows: 1) This Committee again recommends

that a member or members of the LSMS in-

volved in University Health Program be ap-

pointed to this Committee. 2) This Committee

again recommends that when appointments are

made to this Committee, appointees be asked not

only if they will serve, but if they will attend

one annual meeting which may not be entirely

convenient to all members.

Technical Services—adopted as follows: Rec-

ommend that the House of Delegates of the

LSMS continue to oppose the licensure of para-

medical personnel, such as laboratory technolo-

gists, radiologic technicians, doctors’ assistants,

physiotherapists, etc.

Tetanus—amended and filed as follows: It is

recommended that the routine use of FLUID
tetanus toxoid be abandoned for series as well as

boosters. Adsorbed toxoid is advised for ordi-

nary immunization to give longer recall poten-

tial. (This recommendation to be included in an
issue of CAPSULES.)

Resolutions—approved as follows: 1) That a

copy of the report be sent to each person and
group mentioned. 2) That the report be pub-

lished in the LSMS Journal.

RESOLUTIONS ADOPTED

No. 800—RESOLVED, that the East Baton

Rouge Parish Medical Society approves the ac-

tion of the Ad Hoc Committee for Peer Review
of the LSMS and commends the Chairman, F.

Michael Smith, M.D., and the LSMS Executive

Committee for their work and timely action in

regard to the November 29, 1974 regulations

(utilization review) of HEW.
No. 802—RESOLVED, that in recognition for

the need for Divine guidance! for the men and
women in the health care field, it was recom-

mended that the houses of worship offer special

prayers and services during the week of October

12th to October 19th for all of those working
in the health profession and who help relieve

human suffering, and work for the preserva-

tion of human life.

No. 804—RESOLVED, that the House of Dele-

gates of the LSMS express its appreciation to

Dr. Hardy and Dr. Foster for making 1974 a

record year for LAMPAC membership, and be it

further RESOLVED, that the House of Dele-

gates again reaffirm its support of LAMPAC
by urging all members of the LSMS to join

LAMPAC.
No. 805—RESOLVED, that the LSMS hereby

endorse the concept of Family Medicine and its

training programs; and be it further RE-
SOLVED, that the Society utilizes its maximum
influence to encourage, support and foster the

development of more family medicine programs

in all Louisiana State and Community Hospitals

capable of conducting such programs; and be it

further RESOLVED, that all Louisiana Medical

Schools be petitioned to encourage, support and

develop programs of training in Family Medicine.

No. 806—RESOLVED, that the LSMS strong-
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ly encourage the Louisiana Educational Televi-

sion Authority to maintain, promote and expand

the services of the Louisiana Hospital Television

Network and that this Network be preserved

under the direction and supervision of health pro-

fessionals and medical educators in collabora-

tion with the LSMS; be it further RESOLVED,
that a system of control be established whereby

approval of programming be jointly shared by

checks and balances between medical educators

and the LSMS.

No. 807—RESOLVED, by the LSMS House of

Delegates in its annual session this 4th day of

May, 1975, that the LSMS develop, with the co-

operation of the Louisiana Society of Internal

Medicine, the Louisiana Academy of Family

Practice and the Louisiana Pathology Society,

various alternatives for a voluntary quality as-

surance program for Louisiana laboratories; and

be it further RESOLVED, that these alterna-

tives be presented for approval and adoption

by the LSMS House of Delegates at its next

annual meeting; and be it further RESOLVED,
that a copy of this resolution be sent to all

LSMS members, and to appropriate State legis-

latives bodies and individuals.

No. 810—RESOLVED, that the LSMS favors

elimination of the requirement that the name of

a professional medical corporation include the

last name of at least one physician stockholder;

and be it further RESOLVED, that the House
of Delegates instructs the Council on Legisla-

tion to prepare and seek introduction of appro-

priate legislation to eliminate this requirement.

No. 812—RESOLVED, that the House of Dele-

gates of the LSMS create a Committee on Un-
scientific Practice to assume responsibility for

coordination of these activities.

No. 813—RESOLVED, that the House of Dele-

gates approve the actions of the LSMS Executive

Committee in its special meeting 12/28/74 re-

garding HEW regulations for Hospital Utiliza-

tion Review Committees and commend the Execu-
tive Committee for taking timely and decisive

action in the interest of our profession.

No. 814—RESOLVED, that the House of Dele-

gates of the LSMS does hereby direct its incom-
ing president at his earliest convenience to con-

sider the probable effect and cost of taking
medicine’s case into the courts; and be it further

RESOLVED, that the House of Delegates hereby
approves the referral of this matter to an exist-

ing committee or to a new ad hoc committee at

the president’s discretion; and be it further RE-
SOLVED, that the House of Delegates hereby
requests said committee in cooperation with the

LSMS attorneys to report back to the Executive
Committee of the LSMS as soon as possible with
an evaluation of those areas where legal action

could be reasonably undertaken, an estimate of

the cost of these actions and recommendations

for raising the necessary funds; and be it fur-

ther RESOLVED, that the House of Delegates

requests that the result of these deliberations be

circulated to the membership when completed

and if deemed advisable, carried to the AMA
House of Delegates as a recommendation for

national action.

No. 816—RESOLVED, that the LSMS go on

record as supporting House Bill No. 100 which

provides for inclusion of coverage for mental

and nervous illnesses.

No. 819—RESOLVED, that the LSMS believes

that solution to the current Professional Liability

Insurance problem must be found at the state

level; and be it further RESOLVED, that the

LSMS is opposed to federal legislation which

would direct or interfere with solution of the

Professional Liability Insurance problem at the

state level; and be it further RESOLVED, that

the LSMS is specifically opposed to “National

Medical Injury Compensation Insurance Act of

1975” (S.215) introduced by Senator Inouye and
“National Medical Malpractice Insurance and Ar-

bitration Act of 1975” (S.482), introduced by

Senator Kennedy; and be it further RESOLVED,
that copies of this resolution be sent to mem-
bers of the Congressional Delegation from Lou-

isiana and additionally respectfully request that

a member of the Louisiana Congressional Dele-

gation have this resolution introduced into the

Congressional Record.

No. 820—RESOLVED, that the efforts of the

Legislative Council of the LSMS, in the best in-

terest of the practice of medicine be directed to

work for the inclusion of the following objec-

tives in any formulation of professional liability

legislation by the legislature of the State of

Louisiana

:

1) Every physician who is licensed in the

State should be able to purchase professional

liability insurance at a reasonable cost and that

such coverage should not be mandatory.

2) Legislation for voluntary contractual bind-

ing arbitration with the form and language of

the contract specified by law.

3) The statute of limitations in a malpractice

suit should be one year as for tort, or one year

from the date of discovery, but no moi’e than

two years from the date of the performance
of the alleged malpractice.

4) Suits against physicians should be placed

on court dockets and heard by an arbitration

panel within six months of a summons being

served on the defendant physician.

5) A legal definition of malpractice is that

which is “deviant from usual standards in the

community in which it was performed.” In or-

282
J. Louisiana State M. Soc.



ORGANIZATION SECTION

der to win any award, the claimant would have

to prove such deviation, and show that it re-

sulted directly in injuries that would not have

otherwise occurred. The doctrine of “res ipsa

loquitur” alone would not suffice.

6) Support of H.B. 635 (with review and

rewording by the Legislative Council).

7) The plaintiff should be required to post

a bond in any malpractice suit, unless such suit

is filed “in forma pauperis.” The amount of

the bond should be at least $2,500 and the bond

should have the signatures of the principal plain-

tiff and one personal surety. The bond would

cover court costs and attorney fees of the win-

ning party.

8) If the State Insurance Commission ap-

proves the writing of a “claims made” policy,

this policy should provide that fifteen percent

of the annual premium payment be placed in

escrow to provide for a “tail-end” policy in the

event the insured dies, retires, is disabled or

changes insurance carriers.

9) That verbal promises by physicians con-

stitute no basis for malpractice action.

10) Legislation to hold insurance companies

accountable for the malpractice premium dollar

by providing for monitoring by the appropriate

State Insurance Department that there be:

a) Financial accounting of the use of the

malpractice premium dollar, that it be applied

to malpractice liability coverage and reserves, not

to be upstreamed to parent companies for other

purposes.

b) That companies maintain an adequate ra-

tio of surplus per dollar of premiums written.

c) That premium rates allowed to insurance

companies by the State are justified by detailed

and relevant data on total expenses and total

income; that revenues from “reserves” assigned

to projected claims, but actually invested, be

considered income and not loss.

11) Elimination of monetary estimate in ad

damnum clause.

12) H.B. 640 and H.B. 641 be immediately

withdrawn, and support be given to the joint

underwriting agreement as proposed by the

American Insurance Association.

No. 821—RESOLVED, that the Legislative

Council of the LSMS, in their best judgment,

will oppose such a bill (optometric drug bill)

which by legislation will permit the practice of

medicine by the optometrists and thus bypass

the broad expert training of the ophthalmologist

through accredited medical institutions and do

an injustice to the public by misleading them in

the competence of the optometrists in this area;

and be it further RESOLVED, that the Louisi-

ana Legislature be asked to oppose passage of

this bill.

No. 822—RESOLVED, that the LSMS House

of Delegates instructs the Executive Committee

of the Society to develop a Universal Consent

Form setting forth reasonable, logical and ade-

quate advice on risks of the contemplated pro-

cedure, which form may be used in hospitals

and physicians’ offices throughout the State of

Louisiana; and be it further RESOLVED, that

the LSMS Council on Legislation is instructed to

introduce and seek support for legislation reason-

ably defining informed consent and acknowledg-

ing and approving use of the Universal Consent

Form developed by the Society’s Executive Com-
mittee.

No. 824—RESOLVED, that this House of Dele-

gates in regular assembly May 4, 1975 does in-

struct its delegates to the AMA House of Dele-

gates to carry to that body a properly drawn
resolution prepared to create an official policy

of nonsupport for National Health Insurance in

any form by the AMA, as an act of fiscal re-

sponsibility in a period of economic distress.

No. 825-—RESOLVED, by this House of Dele-

gates of the LSMS in regular assembly this 4th

day of May, 1975 that:

1) It does instruct its delegates to the AMA
House of Delegates to prepare and take to the

AMA House of Delegates a resolution by which

a policy statement will be enunciated by the

AMA instructing its membership to refuse to

engage in utilization review as a voluntary ac-

tion as a condition for participation by hospitals

until such time as the legality of these regula-

tions has been settled by the courts in response

to litigation by the AMA.
2) The membership of the LSMS be informed

that it is their legal right to voluntarily refuse

to do utilization review in any manner and
should refrain from all such efforts until all

cases before the federal courts as regards uti-

lization review and PSRO are adjudicated, as

advised by the LSMS legal counsel.

No. 826—RESOLVED, by the House of Dele-

gates of the LSMS in regular assembly this 4th

day of May, 1975 that:

1) The House of Delegates does support all

actions taken by the Executive Committee of the

LSMS with its recommendations to the member-
ship as regards utilization review regulations;

further

2) That it instructs the officers and the

Executive Committee of the LSMS to take any

and all means legal to prevent the implementa-

tion of the DHEW regulations for fiscal utiliza-

tion review as well as PSRO activity, as it is

recognized by the LSMS that participation in

any facet of non-contractual federal programs

for financing of health care is entirely a le-

gally voluntary option of the individual phy-

sician.

\
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Have you ever held a meeting

between a Riverboat and a Southern Plantation?
You can ! At the new
1000 room, 42 floor

New Orleans Marriott
... in the French
Quarter ! Where the

lobby’s a Southern
Plantation fantasy

;
the

rooftop’s an old-time

Mississippi Riverboat
restaurant; and you’re

between them both in

meeting rooms to end
them all

!

You’ll have
30 meeting rooms and
60 conference parlors.

Plus a Grand Ballroom
2 stories high that

houses 2500 and 2 huge
exhibition halls, all

wired for sound. And,
you’re just 2 blocks

from the Rivergate
Exhibition Center.

If you’re in New
Orleans on business

alone be sure to stay at

our place ! Our fun
facilities are as fabulous
as our meeting facilities!

^ //u-J lV A'--.

MAVarriott
HOTEL

Canal at Chartres, New Orleans, La. 70140
(504) 581-1000 or Toll Free (800) 228-9290
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No. 827—RESOLVED, on this, the 4th day

of May, 1975, that the LSMS does instruct our

AMA delegates to prepare a resolution to carry

to the AMA and request the AMA House of

Delegates to:

1) Instruct the Board of Trustees of the

AMA to withdraw from sponsorship of any and

all legislation designed to create a national Fed-

eral insurance program for health care financing;

and further

2) Instruct the Board of Trustees of the

AMA to reevaluate all health care legislation,

both enacted and proposed, as to its cost effec-

tiveness and develop AMA policy congruent with

fiscal responsibility; and further

3) Instruct the Board of Trustees of the

AMA to assume a position of advocacy of gov-

ernmental financing of health care costs to only

those members of the American society with

demonstrated need for public assistance, and to

seek ways and means for removal from current

Federal financing programs, as eligible bene-

ficiaries, all citizens who have no need for pub-

lic assistance, as a policy of proper public re-

sponsibility.

No. 829—RESOLVED, that the LSMS reaffirm

its policy of opposition to further expansion

and/or amendments to the present Louisiana

Psychologist Licensing Act.

No. 830—RESOLVED, that the LSMS express

again its concern over the potential for harm
incident to the implementation of P.L. 93-641 in

its present form; and be it further RESOLVED,
that component parish medical societies be ad-

vised to undertake specific systematic study of

P.L. 93-641; and be it further RESOLVED, that

each parish medical society be requested to trans-

mit these concerns to the LSMS so that a re-

sponsible and representative position paper can

be derived by LSMS on P.L. 93-641; and be it

further RESOLVED, that copies of this resolu-

tion be transmitted to the President of the United
States, the Secretary of HEW, the Governor
of Louisiana and the entire Louisiana Congres-
sional Delegation.

No. 832—RESOLVED, that the LSMS mourns
the recent tragedy which claimed the life of a

professional colleague and former member of

this Society, as well as several members of

his family; and be it further RESOLVED, that

the lessons learned from this tragedy should

serve as stimuli to spur greater efforts toward
aviation safety and an upgrading of the capabili-

ties and coordination of search and rescue efforts

in the Lake Pontchartrain area.

No. 833— (see Other Resolutions for disposi-

tion of first RESOLVED) Second RESOLVED
adopted as follows: RESOLVED, that due to

contractual difficulties, the annual meeting of

the LSMS be held on Sunday, Monday, Tuesday,

May 2, 3 and 4, 1976, in Shreveport, Louisiana,

insead of Friday, Saturday and Sunday as dic-

tated in Monroe in 1973.

No. 834—RESOLVED, that the LSMS oppose

any further expansion and/or amendments to

the present Louisiana Podiatry Act.

Special Resolution No. 1—RESOLVED, that

the LSMS on this, the 4th day of May, 1975,

does

:

1) Hereby recognize that any “norms”, “stan-

dards”, “profiles” or “criteria” by whatever name,

by whomever authored, have become, and will

continue to be, primarily “yardsticks” or instru-

ments for measurement of fiscal concern.

2) Hereby renounce that such said standards,

can, in and of themselves, be valid measure-

ments of quality. Quality of health care ren-

dered by professional providers of services is

often an abstract, imprecise, variable entity that

can rarely lend itself to codified documentation.

Special Resolution No. 2—RESOLVED, that

the LSMS rejects the concepts of QAP, TAP,
HASP, PAS/MAP, UPRO, etc., as presently

constructed and strongly urges its membership
to oppose the implementation of such programs
by their hospital staffs.

Special Resolution No. 3—RESOLVED, this

4th day of May, 1975, by the LSMS, that it

strongly urges its members thusly:

Since Certification and Utilization Review es-

tablish contractual relationships which provide

for compliance with PSRO-type “standards”,

“norms” and “criteria”, the LSMS strongly urges

that its members not participate in such Certi-

fication and/or Utilization Review.

Special Resolution No. 4—RESOLVED, that

the physicians of the LSMS support the AMA’s
lawsuit against these onerous regulations (as

published in the Federal Register of November

29, 1974), and therefore be it RESOLVED, that

the physicians of the State of Louisiana will

continue utilization review and peer review on

an individual hospital basis, and will not par-

ticipate in utilization review as outlined in the

above cited regulations, and RESOLVED, that

the House of Delegates of the LSMS authorizes

the LSMS Executive Committee to institute a

voluntary assessment to establish an adequate

public relations campaign budget should this be-

come necessary, and therefore be it further RE-

SOLVED, that the LSMS seek the broadest pos-

sible base of support in such a campaign by

inviting the cooperation of physicians in other

medical associations throughout the United

States, and be it further RESOLVED, that the

Louisiana Congressional Delegation be apprised

of the content of this resolution.
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OTHER RESOLUTIONS
(acted upon as indicated)

No. 801—“TAP” Medical Audit Program—con-

sidered moot due to adoption of Special Resolu-

tion No. 2; therefore, no action was taken.

No. 803—Sex Education in Schools—withdrawn.

No. 808—Legalization of “Hard Drug” Con-

sumption—tabled.

No. 809—AMA Membership Requirements

—

tabled.

No. 815—Health Maintenance Organizations

—

tabled.

No. 817—Referred to Legal Counsel as follows:

RESOLVED, that the House of Delegates of the

LSMS, in regular session of 1975, in New Or-

leans, Louisiana, hereby requests the legislative

consultant of the LSMS and others to have in-

troduced and work for passage of the “Model
Disabled Physician Act,” as written by the AMA.

No. 818—LSMS request the Governor of the

State of Louisiana to appoint a committee for

the purpose of resolving the rising premium
rates for Professional Liability Insurance for

physicians and hospitals in Louisiana—with-

drawn.

No. 823—Lafayette Acupuncture Clinic

—

tabled.

No. 828—Referred to Legal Counsel as follows:

RESOLVED, that the LSMS House of Delegates

in Annual Session this 4th day of May, 1975

authorizes the LSMS Committee on Charter, Con-
stitution and By-Laws, upon enactment of this

law (counterclaims by physicians), to prepare a

new section of the LSMS By-Laws under Divi-

sion Four, Chapter XX to provide legal counsel

for any member of the LSMS who chooses to

file a counterclaim under the provisions of this

newly enacted law; and be it further RE-
SOLVED that this new section of the LSMS
By-Laws be reviewed by the LSMS Executive
Committee prior to the 1976 meeting of the
LSMS House of Delegates.

No. 833—First portion referred to Committee
on Long Range Planning as follows: RE-
SOLVED, by the LSMS in regular session in

1975 in New Orleans, Louisiana, that the con-

vening of the annual meeting of the House of

Delegates be changed to the third Friday in

January beginning in 1977, or any year there-

after, in order that resolution No. 525 passed
in 1972 be adhered to, and also, in order that

any resolution or motion of the House of Dele-

gates requiring legislative action by the State
of Louisiana can have ample time to be pre-

pared and be introduced in the regular session

of the Louisiana Legislature which convenes on
the third Monday of April of every year.

OTHER ACTION TAKEN

Invitation to hold 1978 Annual Meeting in

New Orleans was accepted.

Invitation to hold 1979 Annual Meeting in

Lafayette was accepted.

With regard to proposed changes in the Medi-

cal Practice Act, the House of Delegates voted

to request from the State Board of Medical Ex-
aminers a written list of their recommendations.

The House of Delegates voted to recommend
that the Louisiana Legislature defer considera-

tion of “certificate of need” legislation during

the 1975 regular session since the guidelines for

implementation of P.L. 93-641 have not yet been

developed nor transmitted to the states.

The House of Delegates voted to permit the

Executive Committee to pass final approval on

the recommendations of the Committee on Long
Range Planning with regard to Resolution No.

833.

The House of Delegates voted to encourage

passage of a bill, already introduced in the legis-

lature, to limit claim awards to $300,000.00.

The following was referred to the Executive

Committee for referral to the appropriate com-

mittee :

1) An in-depth study of private mechanisms
of review of quality of medical practice:

a) What is being done?

b) Are existing measures adequate?

c) Recommendations for action by the House
of Delegates.

2) An in-depth study of the activities of the

JCAH as they affect the practice of medicine in

the State of Louisiana

:

a) Are such activities in the best interest of

LSMS?
b) Recommendations for action by the House

of Delegates.

The House voted that the Chairman of the

House of Delegates, or his designee, prepare a

brief manual of parliamentary procedure for

delegates to be distributed to delegates prior to

each meeting of the House of Delegates.

Copies of all resolutions passed by the House
relative to Medical Audit and Utilization Review

will be mailed to all hospital administrators and
included in CAPSULES for the information of

the membership.

OTHER MATTERS DISCUSSED

Dr. Terence Beven gave a brief introduction

of the newly formed organization, PALS (Phy-
sicians Association for Legislative Support).

ELECTIONS

Candidates elected to contested offices

:

President-Elect, Thomas Y. Gladney, MD;
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Third Vice-President, Frank P. Incaprera, MD;
Third District Councilor, Elmo J. Laborde, MD.

Candidates elected to uncontested offices:

First Vice-President, Arthur C. Kleinschmidt,

Jr., MD; Second Vice-President, Broox C. Gar-

rett, MD
;
Chairman of House, Maurice E. St. Mar-

tin, MD; Vice-Chairman of House, Eugene F.

Worthen, MD
;

Secretary-Treasurer, H. Ashton

Thomas, MD; Sixth District Councilor, Carlton

L. Carpenter, Jr., MD; Seventh District Coun-

cilor, Conway S. Magee, MD; Eighth District

Councilor, William D. Henderson, MD; AMA
Delegate, Ralph H. Riggs, MD; AMA Alternate

Delegate, Frank J. Jones, MD; Journal Commit-
tee, H. H. Hardy, Jr. MD and Rafael C. San-

chez, MD; Medical Defense Committee, James H.

Eddy, MD
;

Council on Legislation, Edward
Uhrich, MD, Avery L. Cook, MD, Gerald LaNasa,
MD and Steve Kirkikis, MD.

LOUISIANA STATE MEDICAL SOCIETY

REPORT OF COMMITTEE ON
RESOLUTIONS

1975 Annual Meeting—New Orleans

May 4-6

At the 95th Annual Meeting of the Louisiana

State Medical Society, held in New Orleans, May
4-6, the members and guests enjoyed outstand-

ing hospitality, a most interesting scientific pro-

gram, fine entertainment and in addition pro-

fessional and economic matters of concern to

the entire medical profession were discussed and
in many instances resolved. Plans for the meet-

ing were handled through the staff with the

cooperation of many individuals and this Com-
mittee wishes to express sincere gratitude for

assistance rendered by the following.

The entire membership of the Orleans Parish

Medical Society and the Woman’s Auxiliary of

that organization, who cooperated to the fullest

extent in connection with all phases of the meet-

ing, under the leadership of Dr. Frank P. In-

caprera, Chairman of the Committee on Ar-

rangements.

The Marriott Hotel was an ideal location for

the meeting and the following employees were
especially helpful: Mr. Leonard Sirmopoulos,

Convention Service Manager; Mr. Kent Was-
muth, Convention Manager; Mr. Roy Nieto,

Catering Service Manager and Messrs. Anthony
Dean, John Nabos and Paul H. Santiago, Cater-

ing Managers.

Address to the Housei of Delegates by the

Past President of the American Medical Asso-

ciation, Dr. Charles A. Hoffman, who is at pres-

ent Chairman of the National Medical Liability

Commission, was most informative and his par-

ticipation was a valuable asset to the meeting.

Mr. Robert Youngerman, coordinator of the

Southeastern Regional Medical Program, gave a

short presentation on the National Health Plan-

ning and Resources Development Act of 1974,

PL 93-641 which explained this complex law as

requested by the Executive Committee for the

information of the membership.

U. S. Representative W. Henson Moore, III,

speaker at the LAMPAC luncheon impressed all

who were present with his timely talk before

that group.

The Pastor of the St. Charles Avenue Pres-

byterian Church in New Orleans, Dr. Kenneth
G. Phifer, brought a very spiritual message to

the doctors and lay persons who attended the

breakfast sponsored by the Committee on Medi-

cine and Religion.

Dr. C. T. Thompson, of Tulsa, Oklahoma, par-

ticipated in an interesting discussion on Emer-
gency Medical Services, along with Mr. Law-
rence S. McKenzie, Jr., of Baton Rouge and

Dr. Arthur Vidrine, Jr., member of this Society.

Dr. Cliff Istre, Ph.D., of New Orleans and Drs.

A. Denbo Montgomery, Thomas Graves and Paul

Zehnder, members of the Society, presented

valuable scientific information during a panel on
Neuro-Otology and Cardiopulmonary Resuscita-

tion was most adequately discussed and demon-
strated by two members of the Society, Drs. O.

J. Bienvenu and A. Wayne Owens with help

from members of the Louisiana Heart Associa-

tion and Police Emergency Unit.

The Times-Picayune and New Orleans States-

Item gave excellent press coverage prior to and
during the meeting.

Report of the Louisiana State Board of Medi-

cal Examiners was most informative and mem-
bers of the House of Delegates accepted this with

appreciation.

The scientific exhibits, though not many in

number, were indeed instructive and this phase

of the meeting was of interest to all who visited

these exhibits.

The Past Presidents’ continued interest in all

matters affecting medicine can never be over-

looked and this group again reviewed matters
on the agenda of the House of Delegates and
presented a thorough report of the subjects to

be considered.

The A. H. Robins Company award for out-

standing community service was presented to Dr.

Edgar Hull. Dr. Hull is congratulated for this

deserved honor and the Company is thanked most
sincerely for the courtesy shown in this regard.

Congratulations are also in order for the fol-

lowing doctors who were recognized for fifty

years of medical practice: Drs. John Earle Clay-

ton, Max Melville Goldberg, Maxwell Edward
Lapham, Spencer Butterfield McNair, Howard

\
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Raymond Mahorner, Ambrose Howell Storck,

Thomas E. Strain, Clarence H. Webb, Aubrey

White and Emmett Jerome Young. Dr. Warren

Rosen was awarded his 50-year pin which was

due in 1974.

As usual, the social activities were enjoyed by

all. These included a cocktail party on Sunday

evening co-sponsored by the Orleans and Jef-

ferson Parish Medical Societies at which time

Dr. Frank Minyard and his band furnished most

enjoyable music. The dinner dance, honoring

President H. H. Hardy, Jr., was preceded by a

cocktail party honoring President-elect F. Michael

Smith, Jr., which was hosted by the Lafourche

Parish Medical Society. Lloyd Alexander and his

orchestra furnished excellent music for enter-

tainment and dancing pleasure on this evening.

The Society was indeed fortunate to have Dr.

H. H. Hardy, Jr. serve as President during 1974-

75. His earnest desire to be of assistance and

in leading the profession during the past year

have indeed been outstanding, and thanks are ex-

tended to him for his service to Organized Medi-

cine for many years.

Dr. Maurice E. St. Martin, Chairman of the

House of Delegates and the Vice-Chairman, Dr.

Eugene F. Worthen conducted sessions of the

House in a most capable and expeditious man-

ner which was deeply appreciated.

The entire administrative and secretarial staff,

under the leadership of the Secretary-Treasurer,

Dr. H. Ashton Thomas, served beyond the call

of duty and the Committee wishes to thank every

one of them for their services throughout the

year and particularly for their efforts in arrang-

ing for this Annual Meeting.

Recommendations

1. Copy of report be sent to each person and

group mentioned.

2. Report be published in the Journal of the

Louisiana State Medical Society.

Respectfully submitted

:

Frank P. Incaprera, MD, Member; John Tan-

ner, MD, Member; Claude Craighead, MD., Chair-

man.

JC- -3>

JimConner is our
resident specialiston

He may be reached at

529-1371, extension 331

TheTrust Division

FIRST NATIONAL BANK OF COMMERCE
New Orleans
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INFLUENZA VACCINE -1975-76

The Public Health Service Advisory Committee on Immunization Practices

recommends annual influenza vaccination of "high-risk” individuals, emphasizing

that now only 10 to 15 percent of such individuals are vaccinated each year.

Observations during influenza epidemics, especially those caused by Type A
influenza virus, indicate that influenza fatalities occur almost exclusively among

the chronically ill and elderly, especially persons over age 65. People in this "high-

risk” group should be vaccinated annually regardless of the amount of influenza

expected. It is strongly recommended for persons who have such chronic conditions

as 1) heart disease of any etiology, particularly with mitral stenosis or cardiac

insufficiency, 2) chronic bronchopulmonary diseases, such as asthma, chronic bron-

chitis, bronchiectasis, tuberculosis, and emphysema, 3) chronic renal disease, and

4) diabetes mellitus and other chronic metabolic disorders.

Bivalent influenza vaccine this year (1975-76) will contain in each adult dose

no less than 1200 chick cell agglutinating (CCA) units of antigen, 700 CCA units

of Type A and 500 CCA units of Type B, both types representing currently

prevalent strains. The vaccine differs from the 1974-75 vaccine in that the 700

CCA units of Type A includes 350 CCA units each of strains comparable to pro-

totypes A/Port Chalmers/1/73(H3N2) and A/Scotland/840/74(H3N2), whereas

last year only the former represented the Type A component.

Available data indicate that with the more potent influenza vaccines currently

available, a second dose in the primary immunization of an individual provides

little additional benefit. It is therefore reasonable to give a single dose for either

primary or annual booster vaccination. The vaccine should be administered by

mid-November.

Widespread vaccination of the general population to control the disease is not

a public health objective. This is because of the variability of vaccine effectiveness,

the relatively short-lived antibody induced, and the low frequency of serious com-

plications from the disease in healthy people.

LOUISIANA HEALTH AND HUMAN RESOURCES
ADMINISTRATION
Division of Health

William H. Stewart, M.D.

Commissioner and State Health Officer

\
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln- Union Third Tuesday of every month

except summer months

Jefferson Third Thursday of every month
LafayetteLafayette Second Tuesday of every month

Lafourche Last Tuesday of every other month
BastropMorehouse Third Tuesday of every month

Natchitoches Second Tuesday of every month
New OrleansOrleans Second Tuesday of every month

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

Independenceevery month

Terrebonne Third Monday of every month

Second District Third Thursday of every month
ShreveportShreveport Quarterly— First Tuesday Feb., April, Sept., Nov.

Vernon First Thursday of every month

NEW ORLEANS SURGICAL SOCIETY
TO MEET

SEPTEMBER 19 AND 20, 1975

The New Orleans Surgical Society will meet on

Friday and Saturday, September 19 and 20, 1975

at Charity Hospital and at LSU and Tulane medi-

cal schools in New Orleans.

On Friday morning and Friday afternoon,

there will be clinical conferences at Charity Hos-

pital, LSU, and Tulane with members of the

Society and residents of the various hospitals

and Ochsner Clinic participating.

On Saturday morning, there will be meetings

at the LSU Medical School auditorium on the

first floor, including the guest lectureship, from

8:00 a.m. to 9:00 a.m. Dr. Roger T. Sherman,

Professor and Chairman of the Department of

Surgery at the University of South Florida Col-

lege of Medicine in Tampa, will be the visiting

lecturer.

Further information will be available when
posters are placed at the various hospitals, the

two schools, and the Ochsner Clinic.

The physician public is invited.

SAN FRANCISCO TO BE SITE OF
ACS CLINICAL CONGRESS

The world’s largest meeting of surgeons, the

61st annual Clinical Congress of the American
College of Surgeons, will be held October 13-17

in San Francisco.

Headquarters for the meeting will be the

Fairmont Hotel. Registration, exhibits, and part

of the program will be in the Brooks Hall-Civic

Auditorium complex, and the remainder in the

large hotels.

More than 20,000 surgeons, guests and mem-
bers of other medical professions are expected

to attend the Congress.

The Clinical Congress program will include:

Eighteen postgraduate courses.

Two-hundred sixty-four research-in-progress

reports by young investigators, called the Forum
on Fundamental Surgical Problems.

Fifty panel discussions and symposia on gen-

eral surgery and the surgical specialties.

Live telecasts of operations originating from
Fort Miley Veterans Administration Hospital.

More than 120 films, including those in “spec-

tacular surgery”.

A wrap-up of “What’s New in Surgery”.

Major addresses by the President of the Col-

lege and eminent guest speakers.

Presentation of the College’s Distinguished

Service Award to an outstanding Fellow on

Thursday, October 24. Fellowship is awarded

to surgeons who have fulfilled comprehensive

requirements of acceptable medical education

and advanced training in surgery or one of its

specialties and who have presented evidence of

high competence, good moral character and ethi-

cal practice. Honorary Fellowships will be

awarded to distinguished international scholars

in the same ceremonies.

A pre-Clinical Congress course in Scientific

Communications, designed to improve the corn-
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petence of scientists in writing and public speak-

ing, will be held October 11-12 in the San Fran-

cisco Hilton Hotel. There is a separate $100 fee

for this course. Special registration forms are

available from the College’s Communications De-

partment.

Registration at the Clinical Congress is free

for Fellows of the College whose dues are paid

to December, 1974; initiates; members of the

Candidate Group
;
and surgical residents. Non-

Fellows pay $110. Non-Fellow physicians in the

Federal Service pay $50. Everyone who enrolls

in one of the 18 postgraduate courses, including

those who register free for the Congress, must

pay the fee for the course selected.

The continuing education programs of the Col-

lege are accredited by the American Medical

Association. Each hour of the program is equiv-

alent to one hour of Category I credit toward

the AMA Physician’s Recognition Award.

AAP LAUNCHES SECTION ON
PERINATAL PEDIATRICS

The American Academy of Pediatrics has

formed a new Section on Perinatal Pediatrics.

Membership in the new section, which will hold

its first business meeting during the Academy’s
Annual Meeting on October 20 in Washington,

D.C., is open to all Academy Fellows interested

in the field of perinatology.

Members of the new section committee are

Doctors George A. Little of Hanover, New
Hampshire; Lois Neuman of New York City;

James Sutherland of Cincinnati, Ohio; and Jacob

Kay of Austin, Texas. Doctor William H. Tooley

of San Francisco is the committee’s chairman.

The section’s first scientific session will be

held October 21 at the Academy’s annual meet-

ing in Washington, and will feature presentation

of the first annual Virginia Apgar Award for

distinguished contributions to perinatal pedi-

atrics. The award is named for Honorary Fellow

Virginia Apgar, who developed the test for

health status of the newborn immediately after

birth which bears her name.

Applications for membership in the section

can be obtained from the AAP, P.O. Box 1034,

Evanston, Illinois 60204.

SUMMER CAMP FOR DIABETIC CHILDREN
STAFF ANNOUNCED

The staff for the Summer Camp for Diabetic

Children, to be held July 20 through August 2,

at the Y.M.C.A. Camp Singing Waters, was
announced by Dr. Jerome Ryan, Director of the

Camp which is being sponsored by the Diabetes

Association of Greater New Orleans, a United
Way and Health United Agency.

The Camp will host fifty campers, all of whom
are diabetics. It will afford these children, ages

8 to 14, an opportunity of having a summer
experience with all of the recreational activities

normal to such a camp, plus the appropriate

supervision needed for their condition.

Carol Shieck and Anita John will serve as the

Camp Nurses. They will assist the physicians in

carrying out nursing duties necessary for the

normal care of diabetes, as well as aid the camp-

ers in other matters. Miss Cherry Foret and

Miss Maurine Magne will assist in some of the

administrative duties connected with the opera-

tion of such a facility. Since diet is an important

part of a diabetic’s care, special food will be

available, to meet such needs. The meals will

be under the direction of Miss Charlotte Purcell,

Dietitian, who will be assisted by other staff

members.

The Diabetes Camp complies with the Ameri-

can Camping Association standards, and uses the

ACA-Accredited Camp Insignia. This is assur-

ance of quality camping.

According to Dr. Ryan, there is a limited

number of registrants who can be accepted.

Some have already enrolled in the Camp. Appli-

cations and registration can be pursued by con-

tacting the Diabetes Association of Greater New
Orleans, 3829 Tulane Ave., New Orleans, La.

70119, or by calling Area Code (504) 524

H-E-L-P.

MERCY HOSPITAL
The Department of Radiology of Mercy Hos-

pital of New Orleans has recently been hon-

ored by the American College of Radiology.

The Department, under the direction of Drs.

Abner M. Landry, H. Russell Albright, Dian H.

Sanders and Carl S. Merlin, has recently received

the American College of Radiology Certificate of

Accreditation.

The Mercy Hospital Radiology Department is

the first hospital department in the Greater New
Orleans Area to be so accredited. This accredi-

tation is for a five-year period.

This Certificate of Accreditation is awarded

only to those Radiology Departments which are

deemed acceptable by the Committee on Accredi-

tation, Commission on Standards in Radiology

Practice of the College. This Accreditation is

accomplished only after such request for Accred-

itation is made by the Radiologists. A complete

resume of all facets of the Department of Radi-

ology must be submitted to the College for

detailed study and after this study, an “On
Site” inspection by Senior Radiologists appointed

by the College Committee on Accreditation must
be carried out.

The American College of Radiology began

\
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this program of Radiology Department Accredi-

tation in 1973. Since that time, only 500 prac-

tices in the entire United States have been

inspected and accredited.

The Mercy Hospital Radiology Department

includes Sections in Diagnostic Radiology, Spe-

cial Procedures, Super Voltage Radiation Ther-

apy and Nuclear Medicine. The Department is

housed in a new wing of Mercy Hospital dedi-

cated just over one year ago and contains mod-

ern equipment embodying some of the most

exciting advances in x-ray technology available

today.

PULMONARY COURSES IN NEW ORLEANS
The three annual national and international

postgraduate courses in pulmonary diseases held

in New Orleans each winter will be consolidated

into a single week and called SUPERCOURSE
starting February 16, 1976, according to the

American Thoracic Society. The 12th Annual
International Postgraduate Course for Physicians

on “Pulmonary Function in Health & Disease”,

the 5th Annual National Postgraduate Course

for Physicians on “Pediatric Pulmonary Dis-

ease”, and the 8th Annual Course on “Newer
Concepts of Care for Patients with Respiratory

Disease” for the medical care team, will take

place simultaneously and be held at Braniff

Place (hotel) in New Orleans.

The Respiratory Care Course will open on

Monday, February 16, 1976; followed by the

Pulmonary Function Course on Tuesday, Febru-

ary 17, and the Pediatric Pulmonary Course
beginning on Wednesday, February 18. The
three entities will be sustained as distinct pro-

grams, but will be packaged under the title

“New Orleans Mardi Gras Supercourse”.

Course tuition will be $150 for any of the

individual entities within the SUPERCOURSE,
and registrants may move from one course’s

session or lecture to another as the week pro-

gresses.

ATSL is AMA accredited, and critical care

nursing accreditation is also planned.

Professionals interested in receiving final reg-

istration information may do so by contacting

the American Thoracic Society, 1740 Broadway,
New York, New York 10019; or the American
Thoracic Society of Louisiana, Suite 1504, 333
St. Charles Avenue, New Orleans, La. 70130.
Inquiries should be directed to Mr. Ben Fontaine,
Course Coordinator.
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Indications: Pro-Banthme is effective as
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ulcer. Dosage must be adjusted to the
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Whose Malpractice Crisis?

I
RECENTLY had occasion to compose

a letter to a close friend of my fam-

ily. a young man who was among this

year’s graduates from medical school.

The missive was to be congratulatory

and somewhat retrospective
;
but it was

also my intent to express pride in him,

and to offer encouragement and a modi-

cum of advice from an older head in

the practice of medicine. A much older

head.

It was during the course of my labors

at this task that I felt the full impact
of one of the great problems that con-

front us today in our profession. Against

what pitfalls should I warn the young
man ?

How should I advise him, when the

requirements of our new social order

are progressing in a direction so vastly

different than that which existed when

F. MICHAEL SMITH, MD
Thibodaux

I entered the profession three decades

ago?

The chart which follows is intended

to illustrate the problem.

When any physician provides a ser-

vice, he must meet certain requirements

set forth by society for his conduct.

(For my generation, those items identi-

fied under “A” were the areas of legal

liability to be avoided by physicians.)

These things were binding, not only un-

der the juridical system, but also by the

persuasion of the Judeo-Christian con-

cept of proper behavior. We must note

at this point that the social order of 30

years ago tended largely to forgive

items under “B”, and not to hold doc-

tors responsible.

The passing years have seen a new
morality develop in our nation, molded
largely by those who seek an ever-in-

\

CRIMINAL LIABILITY TORT LIABILITY CONTRACT LIABILITY

Items "A"

1 . Euthanasia 8. Gross negligence 4. Guaranty
2. Unsolicited experimentation 5. Warranty
3. Abandonment Items "B" 6. Meeting of minds (Informed
4. Psychosurgery 1 . Ordinary negligence consent)

5. Abortion 2. Slight negligence 7. Quid pro quo
6. Infanticide 3. Res ipsa loquitur 8. Bonding
7. Distribution of restricted drugs

Chart. Illustration of problem.
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creasing role for central government in

the affairs of our daily lives. Many
today endorse, promote and encourage

the practice of certain items on the “A”

list. Items “B”, once forgiven, have

assumed liability status in the eyes of

society and the actions of the courts.

The physician today is expected to be

the guarantor of good results. This is,

at best, an unrealistic demand, a non-

Judeo-Christian concept, and therefore

should not be legally imposed.

Thus, the identical problem that

plagued my letter writing has confront-

ed us all in the so-called malpractice

crisis of current national concern.

On January 16, 1973, a HEW-ap-
pointed commission released a slick-

bound report1 in two parts, addressed

to medical malpractice. The report and

appendix combined weigh four pounds,

14% ounces, and measure 2% inches by

8% inches by 12% inches, and cost

nearly two million dollars of our tax

money.

The essence of the report was to tell

the Secretary of HEW that the physi-

cians and hospitals of this country no

longer had a developing medical liabil-

ity coverage problem, but that there was
a full-blown national malpractice crisis.

The report further indicated that the

concerns were of such dimensions that

some new formula of national resources

allocation was necessary.

Generously included in the publica-

tion were the dissenting opinions of cer-

tain of the members of the commission,

whose remarks give the impression that

the entire effort was a put-up job de-

signed to lend authenticity to the con-

clusions, which had been predeter-

mined. Cited were instances of findings

being reported and printed even before

the research data were supplied, mem-
bers being given insufficient time for

consideration of conclusions, and the

denial of an opportunity to further dis-

cuss and refine the final product.

It would appear to be a bulky bit of

propaganda from the Department of

HEW, mostly prepared by their own
staff without regard for the capabilities

or the recommendations of the commis-

sion members, and funded expensively

to secure the signatures rather than the

efforts of the eminent participants. I

think we in Louisiana would do well to

request that our congressional delega-

tion in Washington take a close look at

this two million dollar fiasco. Aside

from this aspect of the work of the

commission, I believe the report missed

the significance of its own data, and
made interpolations and recommenda-
tions contrary to the facts contained

therein. Having discovered a ratio of

1 :158,000 2 in the area of reportable

incident of unhappy result per patient

contact, (fewer than 10 percent of such

claims ever get to court), they consid-

ered this statistic and found sinister im-

plication of medical misdeeds, rather

than basis for congratulations for a job

well done by the doctors and the hos-

pitals in the United States. They ne-

glected to specify what ratio would
have impressed them favorably.

Some 14,500 such incidents were re-

corded from the 2,269,668,000 patient-

medical contacts, giving a favorable

probability of 0.000006388 to the pa-

tient in the year 1970. Do these odds
support the current uproar over a mal-

practice crisis ? I think not.

Still, as all know, medical liability

premium rates are skyrocketing. Many
brand-name “spreaders of risk” are dis-

appearing from the list of available car-

riers. Why? Let us stretch the imagi-

nation and assume that these unhappy
incidents have increased tenfold during
the past five years. The probability now
becomes 0.00006388, and still looks

very good. Obviously, there is some
other cause for our difficulties.

For a start, let us read from the opin-

ion of a concurring judge in a 1974
glaucoma case tried in Washington. 3 He
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supports the finding for the plaintiff, in

part, with the following words:

There are many situations in which a careful

person is held liable for an entirely reasonable

mistake ... in some cases the defendant may be

held liable, although he is not only charged with

no moral wrongdoing, but has not even departed

in any way from a reasonable standard of intent

or care . . . There is a strong and growing ten-

dency, where there is blame on neither side, to

ask, in view of the exigencies of social justice,

who can best bear the loss and hence to shift

the loss by creating liability where there has been

no fault.

So this doctor-defendant was judged
liable in the case, not because he had
erred in his work, or was to blame for

the patient’s impaired eyesight, but

rather because he and his insurance

carrier were in better financial condi-

tion than the plaintiff. What a blow
to reason and justice!

There seems little doubt that a rapid

proliferation, in recent years, of this

type of reasoning throughout American
courts and jury rooms, has driven car-

riers to first seek out-of-court settle-

ments at ridiculously high figures when
no blame existed, and finally to opt to

leave the arena of medical liability cov-

erage. Certainly, this sort of jurispru-

dence drives up medical liability rates,

as a direct result of inability to pay
these claims from the available funds
collected in the form of premiums.

Insurers are quick to smell this “come
and get it” odor of deep-pocket juris-

prudence and its underlying presupposi-

tions of surplus value ethics and candy
mountain economics.

Sadly, the citizens and lawyers who,
only 30 years ago regarded with re-

spect their local hospitals, doctors, den-

tists and nurses, are suddently getting

the urge to consider them only as bond-
ed mechanics contractually guarantee-
ing health in the Hammurabic tradition.

It just might be better to consider

that growing juridical malpractice is the

prime mode of professional error caus-

ing our national malpractice crisis and

the medical risk-bearing problem. If

this be so, then let President Ford call

upon the Justice Department to institute

a fact-finding commission on “juridical

malpractice” to ascertain a juridical-

nonsense-per-medical-claim ratio. I feel

it safe to predict that John Q. Public

would not find his local friendly juridi-

cal care provider to score at the same
lofty level as his family physician.

All this presents a bleak picture of a

problem with pressing need for justice

in its solution. If neither moral per-

suasion of Judeo-Christian concepts nor

justice before the bar can be expected

to solve the problem, then what will ?

I submit that practicability will. The
system simply will not work under our

current drive forces. People must have

health care. The practical facts dictate

that 4.500 citizen-doctors of Louisiana

cannot economically support $5 million

or $10 million of claims per year for all

the inhabitants of the state. Thus, it

becomes obvious to all that liability

must be limited. Definitions of negli-

gence in tort liability must be mandated
by our legislators.

It is a pagan concept to expect 100

percent good results in medicine. It is

impossible for the physician to guaran-

tee health. There must be a distinction,

delineated in law, between actual phy-

sician malpractice and the medical acci-

dents which constitute the bulk of mal-

practice litigation in today’s system.

The physician’s liability must be limited

to those injuries or poor results over

which he could be expected to exercise

control. All other adverse results must
be separated from actual malpractice.

Separate policies should be offered

by the carriers, with the physician being

the customer for malpractice coverage,

and the public having available protec-

tion against medical accident, in con-

junction with their health policies. Only
on the broad base of the public market
can the necessary risk pool of monies

for claims payment be built. It is too
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great a burden to place on the doctors,

who comprise just .0125 percent of the

population.

A recent item in the Baton Rouge

Morning Advocate reported that a suit

in Florida had recently been settled for

$1.6 million. Two related thoughts auto-

matically come to mind. First, of the

medical liability premium dollar only

a fractional percentage, (estimates

range from 50% to 60%), will find its

way to the injured party. The balance

will be claimed by the juridical system.

In addition, and this is a most sober-

ing thought for us in Louisiana
;
only

a couple of awards of this magnitude

would bankrupt the existing risk pool.

And we must bear in mind that poor

performance is not required—only poor

result.

I would offer for your consideration

the words of Dr. Ben B. White 4 of

Houston, and I hold in great esteem his

expertise both in medicine and in law

:

The ultimate goal of organized medicine is

not to deny compensation for damages and there-

by relieve the physician of any responsibility in

the exercise of his license but rather to have

fault and compensation determined in such a

manner as not to place such an economic burden

on any one segment of society to the extent that

it jeopardizes whatever benefit society may re-

ceive from those persons.

Physicians should be absolved of

blame for whatever rises in the cost of

health care might ensue directly from
the huge increases in premiums for med-
ical liability protection. These premi-

ums are a real part of their overhead,

and must be recovered from the only

source available: their patients. It is

the public who will pay for this mal-
practice crisis. But—is this crisis medi-
cal, or is it in fact juridical?

What of those doctors to whom such
liability protection is not available?

Some will undoubtedly retire from prac-

tice, or enter a safer area of endeavor.

Others must adjust their methods and
habits, mindful that the courts can bust

them at any time, and without fault.

Either way, health care for the Ameri-

can citizen suffers.

Addendum

Calculations of Incident of Alleged

Medical Injury and Court Arbitration

Ratio to Contacts with Medical Care

Delivery System

All data were obtained from Chapter

2, pages 5-20, DHEW Publication Num-
ber (OS) 73-88.

1. In the year 1970

:

a. Total national population = 206,-

000 ,000 .

b. Doctors providing patient care =
279.000.

c. Average doctor treated by contact

6,360 patients per year.

d. Dentists providing patient care =
96.000.

e. Average dentist treated 3,219 pa-

tients by visits of 1.5 from each patient.

f. One out of every 6.5 persons was
hospitalized.

g. 14,500 alleged claims of medical
injury were made in 1970.

h. Less than one in ten of these

claims came to court, or 1,450 cases.

2. a. 279,000 doctors X 6,360 an-

nual contacts = 1,774,440,000 contacts

by doctors with patients.

b. 96,000 dentists X 3,219 patients

X 1-5 visits/ patient = 463,536,000 con-

tacts by dentists with patients.

c. 206,000,000 citizens a- 6.5 (inci-

dence of hospitalization) = 31,692,000

hospital admissions.

d. Total contacts by doctors, den-

tists and hospital admissions = 2,269,-

668
.000 .

e. These calculations exclude con-

tacts with nurses, technicians and other

allied personnel.

3. a. 2,269,668,000 contacts 14,-

500 alleged claims = one alleged claim

per 156,528 contacts, or
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b. 14,500 alleged claims 2,269,-

668,000 contacts = 0.000006388 ratio

of contacts to claims.

c. Since court cases were less than

one in ten alleged claims, then there

was one chance in 1,565,280,000 of a

contact resulting in a court case, or a

ratio of 0.0000006388, court cases to

contacts.

4. An individual citizen in this na-

tion (in 1970) would have had to make
a daily visit to his doctor, dentist or hos-

pital (hospitalization) for 4,328 years

to have experienced an unhappy event

that would lead to a court case.

5. Let us assume the highly unlikely

premise that in the five years to 1975,

claims and court cases had increased

tenfold. Even then, there would be no

crisis-boding occurence rates to merit

the term malpractice crisis.

6.

Finally, a widely-held view states

that if doctors would “clean up” the

incompetent physicians, the malpractice

crisis would go away. Nothing could be

farther from the truth. Only a fraction

of 1 percent of medical injury claims

are against an incompetent physician.

Claims in the amount of 99.9 percent

are against our most competent physi-

cians, primarily those who exercise their

skills in high-risk medical care in which

poor results are most likely; surgery,

orthopedics, anesthesiology, etc. Phy-

sicians cannot be expected to be guaran-

tors of perfect results.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money The question is

will you?
Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study Then if they can't show
you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you
deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS
Financial Planning Center, 2475 Canal St.. New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America. Worcester, Mass.

298
J. Louisiana State M. Soc.



Osteoarthritis: A New Look

• Dr. Waxman urges that physicians extend more care and effort

into the management of osteoarthritis patients for there is much that

one can do with this disease and its extreme commonness means that

so many can benefit.

JACK WAXMAN, MD
New Orleans

Osteoarthritis can be defined

as a disease that we all have or

will get but one that few people are

doing anything about. Only 10 percent

of all recent arthritis research goes into

this most common of all arthritic mala-

dies. Its relationship to the elderly and
its apparent lack of immunologic mys-
tery combine to make it the lonely dis-

ease it does not deserve to be. Some call

it degenerative joint disease or D.JD

;

however, I find this name so irritates

patients that I rarely use it.

Osteoarthritis is a disease of cartilage

with a secondary, mild synovitis that

provokes more pain than the degree of

inflammation would lead one to suspect.

Nerve endings in subchondral bone
apparently transmit the pain impulses

derived from nonuniform weight bear-

ing with altered compression forces.

The signs and symptoms of the disorder

depend upon the sites of involvement
and the patients involved are men usual-

ly after age 50 or 55, and women often

earlier (in their 40s and 50s). Men gen-

erally have neck, low back, hip, or knee
pain and stiffness, whereas women tend
more often to have tender Heberden’s
and Bouchard’s nodes in the hands,
(prominent interphalangeal joints), and
also carpometacarpal, acromioclavicular
and costochondral joint pain. Pain after
use. toward the end of the day, is classic,

as is stiffness after immobility. The lat-

ter lasts only minutes and is particularly

From the Department of Medicine, Section of

Rheumatology, ARon Ochsner Medical Founda-
tion and Ochsner Clinic, New Orleans.

Reprint requests to Dr. Waxman, 1514 Jeffer-

son Highway, New Orleans, Louisiana 70121.

common in the morning on awakening.
Many patients characteristically de-

scribe themselves as walking around
like “zombies” for ten minutes until

they loosen up. Swelling and heat tend
to be minimal but are noticeably more
severe in the erosive type of interpha-

langeal involvement common to women.
Deformity can similarly be minimal but

again can be prominent in the inter-

phalangeal joints, at the knee, or at the

first metatarsophalangeal joint with

bunion formation. Disability, too, is

said to be mild
;
however, the severe

pain and added radiculopathies contrib-

ute to a surprisingly high morbidity.

Animal species get osteoarthritis;

even dinosaurs apparently did at one

time. Perhaps they were too heavy for

their own good. Severe hip and knee

disease apparently relates to weight;

however, other factors are apparently

just as important. For example, partic-

ular activities may be predisposing.

Those men whose line of work or sport

stresses a certain joint are likely to

develop osteoarthritis in just that joint.

Soccer players, for example, are said

to develop a great deal of knee and
ankle osteoarthritis, whereas jackham-
mer operators get the uncommon elbow
and shoulder variety of wear and tear

arthritis. Boxers are known for the un-

common metacarpophalangeal involve-

ment. It is apparently the compressive,

shock-like trauma in the examples men-
tioned that predisposes to the illness.

Any disease that injures cartilage is

likely to promote its early degeneration.

Deposition diseases, like gout and och-

ronosis are uncommon examples. Rheu-
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matoid arthritis often damages cartilage

and makes a joint unable to achieve

congruous fitting of surfaces. In Ehlers-

Danlos syndrome, excessive mobility of

soft tissues makes ordinarily invulner-

able areas of cartilage suddenly acces-

sible to forces they cannot bear, thus

hastening surface damage. Aseptic

necrosis damages surfaces from the in-

side, as does chondromalacia patellae.

This latter disorder occurs usually bi-

laterally in the knees of young people

and seems to begin, unlike routine

osteoarthritis, with a cracking of car-

tilage in its deepest portion adjacent

to subchondral bone. Eventually, the

fibrillation extends to the surface and
may then look not unlike osteoarthritis.

Cartilage failure apparently starts

with either the inability of the collagen

or glycoprotein in the matrix to with-

stand force sufficient to crack the sur-

face. Cartilage is 80 percent water

bound to proteoglycan which is inter-

twined in sheets of collagen in equal

proportion. A proteoglycan is a linear

protein with about 50 right angle side

chains of chondroitin or keratin sul-

fate—both dimeric sugars. Chondro-
cytes in clusters synthesize these ma-
terials, assemble them intracellularly,

and then extrude them into the matrix

to keep up with breakdown and intern-

al remodeling. With mechanically in-

duced cartilage injury, the cells become
more active, duplicate, and form clus-

ters of actively synthesizing, hard-work-
ing cells, chondroblasts which, unfor-

tunately, only imperfectly heal defects.

Superficial lacerations do not heal but
do not progress to osteoarthritis either.

Deeper incisions down to bone fill par-

tially with fibrocartilage and also do
not extend. 1 Chemical injury by corti-

costeroids or blood products injected

repeatedly diminish proteoglycan con-

centration and do produce incipient

osteoarthritis. Intermittent injections of

such materials apparently are tolerated

without lasting effect. Naturally occur-

ring osteoarthritis is also likewise known
for a decrease in proteoglycan quantity

despite an increased synthetic rate for

this material. As the lesion progresses,

the synthetic rate falls suggesting an
irreversible stage beyond which salvage

is impossible.

During the overproduction of proteo-

glycan and collagen in an effort to heal

lesions, immature forms of both are

formed and excess water is bound while

lysosomal enzymes increase, apparently

secondarily. Their exact importance in

the progression of the lesion is not un-

derstood.

The animal models that have come
closest to reproducing osteoarthritis

are those using intermittent impaction

forces or continuous compression de-

vices. They provide the best chemical

analogies to the naturally-occurring

process. 2 Indeed, compression rather

than laceration, seems the likely candi-

date for induction of osteoarthritis in

both the naturally-occurring examples
and the laboratory replicas. Although
the exact mechanism is unknown, inabil-

ity to produce sufficient proteoglycan

or insufficiency of repair of collagen

fracture are the most likely two possi-

bilities for the pathogenesis of osteo-

arthritis. 3 Knowledge of this sequence
means that early diagnosis is essential

in patient care. One must halt progres-

sion toward the irreversibility of this

lesion.

Diagnosis is, nevertheless, hampered
by lack of specific tools or tests. Even
joint scanning is of little help because

it does not highlight the relatively non-

inflammatory joint foci of this illness.

Evaluation of a patient’s symptoms and
the discovery of minute signs remain the

best method for early diagnosis. The
pattern of involvement is crucial, with

certain areas relatively specific and
others rarely seen.

A pattern of symmetrical palpation

has aided me the most in such evalua-

tion. It requires the patient to compare
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one side with the other or one joint

with its neighbor in degree of tender-

ness. Small hand joints are palpated

with four fingers looking for tender

Heberden’s or Bouchard’s nodes. At the

wrist, first carpometacarpal pain is sep-

arated from radioulnar or radiocarpal

pain. Shoulder palpation defines the

osteoarthritic acromioclavicular site as

distinct from the glenohumeral soreness

of rheumatoid arthritis, for example. In

the neck, early rheumatoid disease tends

to be high, osteoarthritis low. Particu-

larly valuable is the discovery of one or

more thoracic or lumbar sites of tender-

ness to match a patient’s symptomatic

area. These are rare or nonexistent in

rheumatoid disease but exceedingly

common in osteoarthritic involvement.

At the knee, medial cartilage soreness

with concomitant anserine bursitis is the

highlight of osteoarthritis along with a

tendency toward a varus position. The
opposite is true in rheumatoid arthritis

where heat, fluid, synovial fullness and
a valgus position predominate.

The erythrocyte sedimentation rate

should be less than 30 to 35 (Wester-

gren) in most cases, although values in

the 20s are not uncommon in osteoarth-

ritis. Also, certain radiographic views

are distinctly better than others in pick-

ing up early disease. For example,

oblique views of the neck and lumbar
spine are essential in the documentation

of apophyseal osteoarthritis. Standing

anteroposterior views of the knees are

also recommended to show early medial

cartilage degeneration and narrowing
of this space, perhaps the most common
early sign of osteoarthritis in the knees

along with elongation of tibial spines.

New therapies are expected almost

on a day-to-day basis now with drugs

like naproxen and tolmetin, soon to be

available, and with the drug ibuprofen

(Motrin) already available. The latter

drug may be quite helpful in many
patients, although it is far from uni-

formly effective. I continue to prefer

August, 1975—Vol. 127, No. 8

the intermittent administration of aspi-

rin either within one day or intermit-

tently from one time period to another

over days or weeks at a time, and I

occasionally rotate antiinflammatory

drugs to minimize toxicity of any sin-

gle one. Intermittency is useful because

the disease tends to exacerbate with

overuse at a particular period of time,

with buildup of inflammatory activity

toward the end of a day. This is when
dosages of medication should be taken

and not necessarily on a round-the-

clock basis. Even though frequent joint

injections with steroid medications may
actually diminish proteoglycan produc-

tion, occasional injections to relieve

what synovitis does exist are very use-

ful. They also help the physician, the

physical therapist, and the patient in

joint manipulation to restore range of

motion and save joints from operative

intervention. They may also tide the

patient over until predisposing factors

such as excessive weight and excessive

overuse are eliminated. Certainly modi-

fication of work activity and weight

loss, if it can be achieved, are most

beneficial. The elimination, for exam-

ple, of back flexion alone as a modality

in apophyseal osteoarthritis of the lum-

bar spine may be the most important

single modality of therapy in a patient.

Some patients must actually give up

their work or switch to another occupa-

tion; others can get by through the use

of neck collars, lumbar corsets, or canes,

to support an area involved with osteo-

arthritis.

Heat is a genuine antiinflammatory

agent and may reduce the need for other

medications when used correctly. Hot

tub soaks are most effective in heating

deep areas. Actually I suspect that this

means of therapy actually cools deep

areas while heating superficial ones and

so relieves inflammatory foci. Also, all

sites can be done simultaneously. Heat,

too, has the added advantage of being

a muscle relaxant, and muscle spasm is
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an oftentime severe accompaniment of

osteoarthritic joint disease or its asso-

ciated bursitis or neuritis.

Exercise given to the patient should

promote strength, preferably isometri-

cally. Increasing the range of joint mo-

tion should be done through periodic

stretching maneuvers. Repetitive, high

pressure loading of the joint through its

full range of motion should be avoided

as this mimics disease induction. I am
opposed, for example, to repetitive back

flexion in the Williams back exercise

series, preferring other maneuvers in

that series to preserve flexibility and

strength in abdominal and back muscu-

lature. Straight leg raising in the prone

or supine position only several inches off

a flat surface is a very useful isometric,

as is swimming with the knees straight.

When a joint reaches a point of no

return and bone wears upon bone, pros-

thetic replacement is the best alterna-

tive. New replacements are coming al-

most monthly and the total knee pro-

cedure seems destined to eventually

rival the total hip in effectiveness. In

most cases, 90° of flexion or more, can

be achieved and full extension as well.

Typically, the patient has a painless

joint and all goes well. A major stum-
bling block for the moment appears to

be unstable knees (preoperative) and
postoperative thromboembolic disease.

Emphasis should be placed on the

physician’s realization of the magnitude
of the problem that osteoarthritis can
produce. Deformity certainly can occur
but for the most part extremes of dis-

ability are based on the pain of this disor-

der, whether from joint, bursal, or neu-
ritic sources. With disease in the neck,
vertigo may be as disabling as the pain
itself. Certainly depression from con-

stancy of pain or the change in lifestyle

required to adapt to the pain may be
intense. Treatment of the entire pa-
tient’s problem is essential and often

requires the combined forces of the
physical and occupational therapist

along with the vocational rehabilitation

worker, and social service personnel. I

urge that physicians extend more care

and effort into the management of

osteoarthritis patients for there is much
that one can do with this disease and

its extreme commonness means that so

many can benefit.
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The Risk of Rabies Prophylaxis vs. the

Risk of the Disease

• "This report has been prepared in an attempt to review some of

the basic concepts of rabies prophylaxis in the hope that these will

be of some value to Louisiana physicians in dealing with decisions

regarding treatment of animal bites in their particular community."

CHARLES T. CARAWAY, DVM, MPH
PHILIP A. MACKOWIAK, MD

New Orleans

THE last case of human rabies in

Louisiana was in 1953, yet physicians

continue to face the perplexing problem of

whether or not to administer antirabies

prophylaxis to hundreds of persons each

year who are bitten, scratched or other-

wise exposed to animals that may possibly

be infected with rabies. Since all available

methods of systemic treatment are com-

plicated by instances of adverse reactions,

a few of which have resulted in death or

permanent disability, the physician finds

himself “playing the odds” in each of these

cases. That is, he must decide whether
the risk of rabies to his patient and its

universally grim outcome outweigh the

small, though significant, risk of reaction

to this treatment.

This report has been prepared in an

attempt to review some of the basic con-

cepts of rabies prophylaxis in the hope
that these will be of some value to Lou-

isiana physicians in dealing with decisions

regarding treatment of animal bites in

their particular community.

More severe reactions have been associ-

ated with rabies vaccines than with almost

any other vaccine. This is primarily due

to the fact that in order to achieve an

adequate antibody response a large quan-

tity of rabies antigen must be adminis-

tered to the subject during a relatively

short period of time. Any animal tissue

which contains the inactivated rabies virus

may be used to stimulate an appropriate

From the Section of Epidemiology, Division of

Health, Louisiana Health and Human Resources

Administration.

immune reaction. At the present time,

however, the only commercially available

rabies vaccine for human use in the

United States is the duck embryo vaccine

(DEV) prepared from embryonated duck

eggs infected with fixed virus which is

then inactivated with B-propiolectone.

Neurologic complications associated

with this vaccine have been reported to

occur at a rate of 1 per 25,000. Only 1

questionably related death among over

200,000 persons treated with the vaccine

has been reported. Erythema, pruritus,

pain, and tenderness at the site of inocu-

lation are common. Systemic responses,

including low-grade fever and shock, occa-

sionally occur late in the course of therapy

(usually after 5 to 8 doses).

A combination of vaccine and hyper-

immune serum is considered the best post

exposure prophylaxis. Until recently the

only preparation of antirabies serum

available was of equine origin which in-

duced serum sickness in at least 20 per-

cent of those who received it. On July 12,

1974 Human Rabies Immune Globulin

(HRIG) was licensed and is now com-

mercially available. However, because of

short supply of this new product it is par-

ticularly important that it be used prima-

rily for patients who are known to be hy-

persensitive to horse serum, are skin-test

positive to antirabies serum ef equine

origin, or in view of theoretical concern

over fetus development, are pregnant.

Both HRIG and equine antirabies serum

have been shown to suppress the antibody

response to rabies vaccine; therefore, when
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these products are used, 23 doses of vac-

cine (instead of 14) should be adminis-

tered to assure an adequate antibody re-

sponse. The schedule of vaccine adminis-

tration should be 2 doses daily for the first

7 days, 1 dose daily for the next 7 days,

then a booster dose on the 10th and 20th

day after completion of the 14-day course.

The likelihood of a person exposed to

rabies developing the disease is not yet

known, nor is it known to what degree

post-exposure prophylaxis is effective in

reducing the risk of disease. The only

worthwhile data relating to these ques-

tions were reported by Veerarghaven

(1963) in India. 1 In his investigation, he

examined the mortality rates among 734

persons bitten by a known rabid animal

during the period 1946 to 1962. Of these

persons, 153 received no post-exposure pro-

phylaxis and 77 (50.35%) of these died.

During the same period there were only

49 deaths among 581 (8.4%) persons who
received a complete series of vaccine

(without serum). The combined use of

antirabies serum plus vaccine is even more
effective than vaccine alone. In the east-

ern Mediterranean countries, where prior

to the use of this combination many cases

of rabies occurred each year, now human
rabies has been virtually eliminated.

The decision of whether or not to ad-

minister vaccine (or serum plus vaccine)

to persons bitten, scratched, or otherwise

exposed to an animal is often a difficul'

one for the attending physician. Further-

more, the decision must be made immedi-

ately for maximum effectiveness of the

treatment. The decision is not a difficult

one if the exposure is by bite of an ani-

mal proved rabid by laboratory examina-
tion. All such persons should receive both

serum and vaccine immediately. All per-

sons bitten by wild foxes, skunks, bats,

and raccoons, especially if unprovoked and
in an infected area, should immediately
receive serum plus vaccine unless the ani-

mal is killed and examined at once, and
found negative by fluorescent antibody

(FA) technique. Likewise, an unpro-

voked bite by a dog or cat that escapes

capture, particularly in an infected area,

ordinarily should be regarded as rabid and

the individual given serum plus vaccine.

A healthy domestic dog or cat that bites

a person may be captured, confined, and

observed by a veterinarian for 10 days.

At the first sign suggestive of rabies, the

dog or cat should be sacrificed and the

head carried or shipped refrigerated (not

frozen) to the state laboratory. If the

owner agrees, the animal may be sacri-

ficed at anytime before developing signs

of the disease, and examined by the FA
technique. Biting wild or stray animals

should be killed immediately and exam-

ined using the FA technique. Early signs

of rabies in wild animals can not be in-

terpreted reliably. Prior to the develop-

ment and evaluation of the FA technique

for rabies diagnosis, it was unwise to sac-

rifice a captured animal before onset of

symptoms. This was to allow time for de-

velopment of Negri bodies which become
more prevalent as the disease progresses.

This is not necessary when the FA tech-

nique is utilized.

It is not possible to describe all of the

difficult situations which require careful

evaluation by the physician in deciding

whether to treat or not to treat. “Diffi-

cult situations,” however, almost always

involve animals that have escaped. The
physician must then consider the follow-

ing facts and weigh these as they relate

to his patient in making his decision:

Carnivorous animals, especially dogs,

cats, foxes, skunks, raccoons, coyotes,

and bats are the most commonly infect-

ed of all animals. Bites of rabbits,

squirrels, rats, mice, pet guinea pigs,

and hamsters seldom, if ever, require

rabies prophylaxis. The likelihood that

rabies will result from exposure to a

rabid animal varies directly with the

nature and extent of the exposure, being

lowest with minor scratches and abra-

sions and highest with multiple pene-

trating wounds caused by the teeth of

the rabid animal. Immediate first aid
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treatment (copious flushing with soap

and water) and the use of quaternary

ammonium compounds (after all traces

of soap have been removed) are effec-

tive means of preventing rabies and will

reduce the risk of disease accordingly.

Where there is proof that the biting

animal was properly immunized, this

animal becomes an unlikely vector for

rabies. The circumstances leading to

the animal bite are equally important.

Was the animal “teased?” Was he feed-

ing? Was the animal injured? Had the

animal bitten or attempted to bite peo-

ple before? These are all important

questions since provoked attacks are less

significant than are unprovoked attacks.

The prevalence of animal rabies in

the area, where the attack occurs is an
important consideration in determining

the risk of an exposure. The geographic

distribution of laboratory proved cases

of animal rabies in Louisiana from 1968

through 1974 is shown in Fig. 1. With
the exception of a few positive insecti-

vorous bats and one imported dog case,

FIGURE i

RABIES IN ANIMALS— BY TYPE OF ANIMAL
LOUISIANA, 1970-1974
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TABLE I

ANIMAL BRAIN SPECIMENS EXAMINED FOR RABIES

Division of Health Laboratories—Louisiana, 1950-1974

Animal Total Exam. Positive Animal Total Exam. Positive

Armadillo 10 0 Flying Squirrel 2 0

Bat 666 58 Mole 28 0

Bear A 0 Monkey 193 0

Beaver 2 0 Mouse 472 0

Bird 60 0 Muskrat 32 0

Bobcat 15 1 Nutria 78 0

Cat 9,379 61 Opossum 216 0

Cattle 463 77 Otter 8 0

Chinchilla 2 0 Rabbit 968 0

Chipmunk 36 0 Raccoon 438 1

Coati 2 0 Rat 1,385 1*

Deer 11 0 Salamander 11 0

Dog 17,165 1,320 Sheep 4 0

Equine 50 4 Shrew 1 0

Fox 1,674 983 Skunk 317 73

Gerbil 114 0 Squirrel 1,702 1

Goat 21 4 Swine 29 2

Gopher 31 0 Turtle 1 0

Guinea Pig 117 0 Weas le 5 0

Hamster 1,266 0 Wolf 48 8

Mink 77 0 Woodchuck 2 0

Covote 5 3

* Doubtful-See Text

306
J. Louisiana State M. Soc.



RISK IN RABIES PROPHYLAXIS—CARAWAY, ET AL

south Louisiana was free of rabies dur-

ing this period. The epidemiological

significance of insectivorous bat rabies

in areas otherwise free of rabies has not

been fully determined. They can trans-

mit the disease to man by bites; how-

ever, natural transmission to other ter-

restrial animals by their bite has not

been observed. In 1972, bats were the

only recorded animals with rabies in 14

states. To illustrate the relative impor-

tance of the various animal species as

sources of rabies, examinations for ra-

bies by health department laboratories

in Louisiana from 1950 through 1974

are presented in Table 1. The most

striking aspect of these data is the num-
ber of species without any detectable

rabies. Many of these species, such as

hamsters, rabbits, and mice, have been

examined in great numbers without a

single positive animal being recorded.

Rat and squirrel bites are frequent

and difficult problems for physicians.

Only one case of rabies in each of these

species has been recorded, despite the

thousands of specimens that have been

examined. The single positive squirrel

noted in Table 1 was well documented

by demonstration of Negri bodies and

by FA and mouse inoculation test. Al-

though the animal bit no one, it was ex-

amined because it demonstrated symp-

toms of paralytic disease and was dis-

covered in an area of north Louisiana

where rabies is endemic. The positive

rat seen in the same table occurred

many years ago and was diagnosed on

the basis of identification of Negri

bodies. This specimen was not examined

by FA or mouse inoculation test.

Since “nonspecific” inclusion bodies

sometimes found in rodent brain speci-

mens have been confused with Negri

bodies of rabies, the validity of this re-

port is doubtful. There has never been

a reported case of human rabies in the

United States due to the bite of a ro-

dent. Furthermore, most rodents are

not particularly susceptible to the rabies

virus, according to experimental data,

and when they are infected the virus

usually does not invade the salivary

glands. Bites of rodents (especially rats

and mice) ordinarily do not call for spe-

cific antirabies treatment.

The United States Public Health Service

recommendations for post-exposure anti-

rabies prophylaxis are presented in Table

2 as a brief summary of many of the im-

TABLE 2

POST-EXPOSURE ANTIRABIES GUIDE?

ANIMAL AND ITS CONDITION TREATMENT

Species
Condition at Time

of Attack
KIND OF EXPOSURE

Bite Non-Bite

Skunk

Wild

Fox

Raccoon

Bat

Regard as Rabid S + V 1 S + V'

.2 Dog Healthy None 2 None 2

2
E or Escaped (unknown) S + V V3

o
a Cat Rabid S + V’ S + V 1

Other i Consider individually - See di scussion

V Rabies Vaccine
S Antirabies Serum (when serum is used 21 doses of vaccine are recommended plus 2 booster doses

at 10 ond 20 days after completion of the primary course).
1 Discontinue vaccine if fluorescent antibody (FA) test of animal killed at time of attack is

negative.
2 Begin S + V at first sign of rabies in biting dog or cut during holding period (10 doys)
3 14 doses of DE V

\
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portant points of this article (note: “bite”

refers to any penetration of skin by teeth

whereas “non bite” includes scratches,

abrasions, or other open wounds). These

recommendations, as stressed elsewhere in

the discussion, represent only a guide. As

such, they should be used with knowl-

edge of the animal species involved,

circumstances of the bite or other ex-

posure, vaccination status of the animal,

and presence of rabies in the region.
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SODOME ET GOMORRHE

A delegation from the State of Poland

selected this painting for an exhibition in

Warsaw, at the Zacheta Palace, where the

principal French artists of the past century,

were presented, included were Gauguin,

Cezanne, Utrillo, etc. . . . Fifty thousand

people viewed this painting which hung

across from one by Buffet. The hanging

ticket is still on the back.
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Gastric Polyp

THE discovery of a small “filling de-

fect” in the stomach is common enough

to deserve brief discussion. Hundreds of

radiologic examinations are done each day

in Louisiana, for symptoms that may vary

in severity from severe epigastric pain or

gastric bleeding to vague nausea or ab-

dominal bloating. The patient whose ra-

diograph is discussed today was being

evaluated for mild hypertension and inter-

mittent “burning” epigastric pain.

Radiographic Presentation

A posteroanterior roentgenogram of a

60-year-old man revealed a discrete radio-

lucent shadow in the upper portion of the

Fig 1. PA radiograph showing small radiolu-

cent shadow in upper portion of body of stomach.

From the Department of Radiology, Alton

Ochsner Medical Foundation and Ochsner Clinic,

New Orleans.

Reprint requests to the Department of Med-

ical Communications, Alton Ochsner Medical

Foundation, 1514 Jefferson Highway, New Or-

leans, Louisiana 70121.

SEYMOUR FISKE OCHSNER, MD
New Orleans

body of the stomach (Fig 1). This “filling

defect” was a negative shadow in the

barium with outlines in the lumen of the

stomach indicating a polypoid growth, pro-

truding from the mucosal surface and oc-

cupying a space in the gastric lumen. The
defect measured 1.8 cm in size, was oval

in shape, sharply marginated, and slightly

irregular in outline. Gastroscopic exami-

nation verified the presence of this poly-

poid lesion, and it was resected.

Discussion

Marshak and Lindner1 recently dis-

cussed the radiographic aspects of gastric

polyps in detail. Among the more likely

differential diagnostic considerations are

villous tumor, gastric varix, foreign body,

blood clot, inflammatory polyp, large mu-
cosal fold, submucosal tumor, aberrant

pancreas, carcinoid tumor, polypoid ade-

nocarcinoma, and metastatic mass.

Several year ago, we2 reviewed the ex-

perience at Ochsner Clinic. Adenomas of

the stomach were the most common lesions

found, 38 of 80 benign tumors. Leiomy-

omas were the second most common tu-

mor, (26); and submucosal lipomas (5)

were the third most common. Gastric car-

cinoma is rarely seen as a distinct poly-

poid tumor under 2 cm in size, or as a

polyp with definable pedicle. When-
ever the “filling defect” is larger than

2 cm, grossly irregular, or associated

with a localized deformity or inflexibil-

ity of the gastric wall, a malignant

lesion should be suspected.
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edical Grand Roun
from

Touro Infirmary

The Hamman-Rich Syndrome Following Treatment of

Lymphoma with Chlorambucil

Edited by SYDNEY JACOBS, MD
New Orleans

Dr. Jacobo Vestel: (a) A 67-year-old

white non-smoking, two cocktails-a-day

drinking retired businessman (whose
father had been treated for diabetes

mellitus) was originally seen here six

months ago, because of nausea and
vomiting associated with severe peri-

umbilical and right shoulder pains of

24 hours’ duration, all of which strongly

suggested acute intra-abdominal dis-

ease. He had known for six months
about a large lymph node in the ingui-

nal area but had done nothing about it.

His oral temperature was 98°
;
pulse

Intern, Department of Medicine, Touro In-

firmary.

rate 90 ;
respirations 34 ;

and blood pres-

sure 160/70. The lungs were clear, and
the heart was not enlarged, yet a Grade
I/II systolic apical murmur was found.

The distended abdomen was slightly

tender in the right upper quadrant
where the liver was palpable two to

three fingers below the costal margin.

Bilaterally, axillary and inguinal nodes

were palpated. PPD tuberculin testing

(first strength and intermediate) pro-

duced no reaction. Routine studies

showed red blood cells 4,460,000;

hematocrit 40 percent; hemoglobin 13.6;

white blood cells 6,700 (bands 3%-seg-
mented 73%—lymphocytes 16% -mono-

cytes 8%) ;
blood urea nitrogen 23; al-
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kaline phosphatase 20 ;
and total pro-

teins 7.5 (albumin 4.5, globulin 2.8).

No abnormality was disclosed on his

chest x-ray film or intravenous urogram.

The liver scan showed only a slightly

enlarged spleen. A biopsy of the ingui-

nal nodes was performed, and the tissue

was reported as showing malignant lym-

phoma, well differentiated, lymphocytic

nodular type. Bone marrow sections

also presented evidences of lymphocytic

lymphosarcoma of the nodular type.

Other studies indicated mild diabetes

mellitus and atherosclerotic cardiac dis-

ease with a healed myocardial infarc-

tion.

With a diagnosis of lymphoma stage

III, treatment was started with chloram-

bucil. Two days later, hematologic

values were hematocrit 32 ;
hemoglobin

11.6; WBCs 3,600; and platelets 73,000.

The patient was discharged with a treat-

ment program which included chloram-

bucil and adrenocorticosteroids.

He has now been readmitted because

for the past three weeks he has exhib-

ited loss of appetite with persistent non-

productive cough and shortness of

breath on minimal exertion—and ap-

pears to have both congestive heart fail-

ure and pulmonary disease. On admis-

sion, he was febrile, malnourished, hy-

perpneic and slightly disoriented but

cooperative. His thorax expanded poor-

ly; and there were fine moist rales at

the right base and tachycardia with S4
gallop but no murmur, splenomegaly,
hepatomegaly and bilateral inguinal

adenopathy. His pertinent laboratory
values were: hemoglobin 10.5; hemat-
ocrit 32; white blood cells 6,000; plate-

lets 179,000; sed rate 123; BUN 16;
glucose 118; and albumin 2.8. On uri-

nalysis we found more than 100,000
colonies of Staphylococcus and E. coli.

Chlorambucil was discontinued, and ther-

apy was started with Keflin, Geopen, diu-

retics and digitalis. Despite this therapy,
he had spiking fever, severe dry cough,
restlessness and on the 13th hospital day

had respiratory failure evidenced by hy-

poxia (p0 2 72), hypercarbia (pC0 2 61)

and acidosis (pH 7.20). Ventillation

assistance was required with intubation

and then tracheostomy. A smear of bron-

chial washings stained with methenamine
silver revealed a very small yeast suggest-

ing Candida albicans but not Pneumocys-

tis carinii. We could not demonstrate

other fungi on culture or obtain positive

complement fixation tests; blood cultures

were repeatedly negative. Despite treat-

ment with steroids, streptomycin, rifamy-

cin, pentamidine, isonicotinic acid hydra-

zide the patient became anemic, azotemic

and thrombocytopenic. Massive pulmo-

nary bleeding preceded death on the 26th

day of the second hospital admission.

Dr. Sydney Jacobs :
(b) What would

you say was the most probable diag-

nosis ?

Dr. Vestel: At first we suspected

tuberculosis; we couldn’t prove it and
then settled for diffuse pulmonary infil-

tration probably secondary to an undi-

agnosed infection.

Dr. Tim Haley, Jr.: (c) The admission

x-ray suggests a normal chest although

the heart is slightly enlarged. The lung

fields are free of infiltrate, and the

mediastinum is within normal limits.

His second admission films show a dif-

fuse patchy alveolar infiltrate which
becomes confluent in some areas and is

rather nonspecific. There is some wid-

ening of the mediastinum—probably
due to lymphadenopathy. The infiltrate

is nonspecific and it changes very little

from day to day. The immediately ante-

mortem film shows subcutaneous em-
physema and evidence of tracheostomy.
There has been very little change in the
appearance of the infiltrate. The prob-
abilities remain lymphomatous involve-

ment of his lung with or without super-

< b
' Chief, Department of Medicine, Touro In-

firmary; Clinical professor of medicine, Tulane
Univers'ty School of Medicine.

,c) Second year radiology resident, Touro In-

firmary.
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Chlorambucil therapy started. Cough, expectoration, dyspnea.

Fig 1.

Three days after start of

pentamidine therapy.

imposed infection by Pneumocystis cari-

nii, cytomegalus or any of the normal

flora of the respiratory tract.

Dr. Jacobs: Was the continuation of

subcutaneous emphysema taken to indi-

cate a continuous leak around the

tracheostomy site ?

Dr. Carlos Alfaro: (d) Yes. Actually,

the emphysema increased markedly

over the few days the patient was in

the unit and there was subcutaneous

crepitation.

Dr. Haley: There is definitely medi-

astinal emphysema, but I don’t know
whether there is mediastinal lymph-

adenopathy indicated by the film taken

five days before death.

Dr. Alfaro: At his first admission,

there were no symptoms referable to

the respiratory system
;
now he reports

loss of appetite, weight loss, fever, and

what is more important, progressive

shortness of breath with nonproductive

cough. There were disproportionately

few physical findings considering the

massive infiltration of both lungs shown
by the x-ray. Diagnosis was impeded
because of the patient’s absence of bron-

chial secretions. Lung biopsy seemed

hazardous beyond warrant; so bron-

chial biopsy was done but it was per-

id)First year medicine resident, Touro Infir-

mary.

formed in an attempt to obtain tissue

specimens by brushing. We didn’t re-

cover tissue, but we did collect secre-

tions and these were interpreted by Dr.

George Yaeger of the Parasitology De-

partment of Tulane University. Dr.

Yaeger found a few degenerated cysts

similar to, but not characteristic of,

Pneumocystis carinii. Believing tubercu-

losis to be a probability it was decided

to start antituberculous therapy with

streptomycin, rifampin and INH. When
this therapy was not effective, pentami-

dine therapy was begun on the chance

that Pneumocystis carinii might be in-

fecting the lungs of our patient who had
been subjected to immunosuppressive
therapy. The x-ray sequence suggests

that the pulmonary lesions improved
after pentamidine therapy; unfortunate-

ly, other complicating factors proved
fatal.

Dr. Jacobs: Was this a drug-induced

lung disease ?

Dr. Alfaro: Busulfan, Methotrexate,

and cyclophosphamide may cause inter-

stitial fibrosis but chlorambucil has not

been so incriminated. There is always

a first time. The development of diffuse

pulmonary infiltration in a patient with

known malignant, neoplastic or lympho-
proliferative disease, raises at least

three possibilities: 1) the process may
be metastatic; 2) it may be a complica-
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tion of the disease itself; or 3) it may be

a drug induced pneumonitis.

Dr. Charles Conley :
(e) At autopsy

near the tracheostomy site, the tracheal

cartilaginous rings were thinned, denud-

ed of mucosa and eroded by the airseal

bags. There was red blood in the

tracheobronchial tree extending into the

lung parenchyma. Blood clots in some
bronchi superficially resembled emboli.

The lungs were overdistended, usually a

sign of generalized emphysema but

were almost as tough as pancreas. In-

terstitial fibrosis was thus indicated

grossly, and it was supported micro-

scopically by the absence of round cell

infiltrate which is characteristic of

pneumocystis lung disease. 3 There was
nothing diagnostic of lymphoma nor

was there the alveolar lining cell en-

largement with atypical change cur-

rently ascribed to drugs as busulfan.

Instead, idiopathic diffuse interstitial

pulmonary fibrosis of the Hamman-Rich
type was found. Methenamine silver

stains failed to confirm the presence of

pneumocystis organisms. 5

Fig 2. Interstitial pulmonary fibrosis.

Dr. Jacobs: Dr. Conley, how can you
tell the difference betwen focal bleed-
ing and aspirated blood ?

Dr. Conley: It’s best done on a gross
distribution basis. In this instance, blood

< e > Pathologist, Touro Infirmary.

was present subapically and basally but

the checkerboard pattern of purpuric

areas and the presence of gross blood

in the tracheobronchial tree below the

erosion indicate that the blood was as-

pirated. This pneumopathy is one of

active interstitial pulmonary fibrosis

with terminal hemorrhagic aspiration

rather than of tumor or infection. 5 An-
ti-tumor chemotherapeutic compounds,
such as busulfan, have been implicated

in fibrous pulmonary lesions
; but as yet,

chlorambucil has not and lymphoma
per se has not. 1 ' 2

Mr. Larry Darby: (f) What are the

other adverse reactions to pentamidine?

Dr. Alfaro: The main side effects are

hypoglycemia, hyperglycemia, azotemia

and thrombocytopenia.

Dr. Morton Ziskind: (g) It’s clear, of

course, that the clinical features as pre-

sented were not specific
;
therefore, one

should have looked for disease which
could be treated. This patient’s x-rays

didn’t present the characteristic x-ray

pattern of consolidation radiating out

from the roots, rather the lesions are

scattered and peripheral. It is natural

to hope that the pulmonary disease is

caused by Pneumocystis carinii because

50 percent of such infections respond to

treatment. Diagnosis of Pneumocystis

carinii infections is difficult: frozen sec-

tion may permit identification of the or-

ganism in a few hours; otherwise it takes

several days if you are dealing with secre-

tions. There is the hope of a serological

test. The other diagnoses haven’t worked
out either; we are left then with the fibro-

sis which you mentioned, Dr. Conley. But
you didn’t tell us how cellular this stuff

was. Did it just scar up within this short

period of time? Is there any staging that

you could see?

Dr. Conley: It doesn’t look like a

month-old lesion with broad areas of

O) Chief, Education, Pharmacy Department,

Touro Infirmary.
(s) Professor of medicine, Tulane University

School of Medicine.
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fibrosis and hyalinization nor is it full of

lymphocytes or neutrophils; subacute is

the stage I would give it.

Dr. Ziskind: As a subacute lesion it

would correspond to what Hamman and

Rich described originally. The experts

say that in 60 to 70 percent of the cases

(and that includes occupational dis-

eases) of interstitial pneumonia an

etiology can be identified. If there are

no secretions, you can try to suck out

secretions, wash out material or brush

it out or attempt biopsies through the

bronchoscope. Here we had a man who
was a hematological casualty: the orig-

inal disease, the results of treatment and
the prolonged mechanical assistance

traumatized the mucous membranes
favoring hemorrhage into the airways

and aspiration of blood. The blood

gases obtained antemortem were within

normal limits
;
so respiratory assistance

worked. An older man with airway dis-

ease may develop the adult respiratory

disease distress syndrome requiring in-

creased tensions of oxygen and a tightly

fitting tube
; and there may result dam-

age to the mucous membranes from
pressure exerted by the filled balloon.

That part of the treatment was success-

ful; but unfortunately, the other parts

were not.

Dr. Jacobs: Dr. Ziskind, how would
you characterize the adult respiratory

distress syndrome?

Dr. Ziskind: It’s a situation in which
the peripheral air spaces are primarily

compromised leading to dyspnea, tachy-

pnea and reduced compliance. If the

material within the air spaces is fluid

enough for rales to be heard, fever

would be present, depending on the in-

flammatory agent present with some-
thing simulating hyaline membrane dis-

ease in the infant. There may be a very
little amount of interstitial disease, of

interstitial reaction and thickening.

Outcome depends upon whether the dis-

ease is irreversible or is reversible. In

chickenpox pneumonia, adequate venti-

lation may promote major resolution

and minimal necrosis with calcification

in five to ten years.

Dr. Jacobs: Are there any guidelines

we can follow in attempting to obtain

specimens bronchoscopically ?

Dr. Ziskind: You have to figure how
risky the procedure is to the patient;

where there’s a reasonable risk, needle

biopsy has not been so successful as

open lung biopsy in isolating Pneumo-
cystis carinii. Needle biopsies are best

when you are dealing with rather solid

tissue; with areas of disease alternating

with areas of emphysema the risk of air

embolism is great. Generally where you

don’t have pneumothorax but do have

mediastinal and subcutaneous emphyse-

ma, the breakthrough has occurred

through the fascial planes either around
the trachea or even from the lungs and
dissecting upward along the bronchi and
up into the jugulum. Since there actual-

ly were this division and entry of the

planes in this case, I would think that

the air got in from the tracheostomy
site itself.

Editor’s Note: As yet chlorambucil

has not been recognized as a cause of

pulmonary fibrosis of the Hamman-
Rich type

;
perhaps some day it will be

so recognized. The administration of

pentamadine and the possibility of

Pneumocystis carinii infection cannot be

disregarded as causes of this patient’s

pulmonary fibrosis. Regrettably it must
be classified as “Pulmonary Fibrosis of

Undetermined Etiology”, reminder of the

limits of our knowledge in applying

chemotherapy to malignant disease.
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Electrocardiogram

of the Month

To Pace or Not to Pace

Editor

NORTON W. VOORHIES, MD
New Orleans

JORGE I. MARTINEZ-LOPEZ, MD
New Orleans

The tracing shown below (Fig 1) was taken on a 24-year-old white woman
hospitalized at term with her first pregnancy. She had no symptoms referable to

the cardiovascular system. She delivered a living infant subsequently without any

difficulty.

Fig 1.

What is your diagnosis?

Elucidation is on page 330.

* From the Cardiology Section, Department of Medicine, LSU Medical Center, and the Heart

Station, Charity Hospital of Louisiana, New Orleans.
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Malpractice Suits Against Doctors in Louisiana

JOHN COOKSEY, MD
Monroe

The rapid rise of malpractice suits

against doctors in Louisiana and the

skyrocketing costs of malpractice insur-

ance, coupled with the reluctance of

companies to sell insurance at all to

some so-called “high risk” specialties

such as physicians who deliver babies,

or who perform surgery, have created

a problem in Louisiana of crisis propor-

tion, and not just for the doctors, but
for the general public as well. While
nearly everyone agrees the quality of

medical practice gets better every year
as advances are made in medicine and
new techniques are developed, doctors

throughout the nation, including Louisi-

ana, seem now to be sued not only when
the doctor has been negligent in his

treatment, but apparently also when-
ever patients feel they have not gotten

the results from treatment that they
felt should have been achieved.

In 1968, only 1 in 20 doctors in Lou-
isiana had a malpractice claim against

him, but by 1974 this had risen to 1

out of every 6 Louisiana doctors. As a

result, malpractice insurance costs for

all doctors have increased dramatically,

and for some types of doctors, have
even doubled or tripled even with-

in the same year. This forces many
doctors to curtail or eliminate alto-

gether from their practice certain types
of “high risk” medical care, and, as a

precaution against possible malpractice
suits, to practice what has come to be
known as “defensive medicine” by hos-

pitalizing the patient even when treat-

ment in the office likely would do as

well, ordering x-rays for even the slight-

est hint of strain or trauma, and order-

ing a galaxy of hospital tests—all just

to “make sure” no possible treatment is

left out lest the patient become dissatis-

fied, or feel that he did not recover as

he should, and bring suit against the

doctor.

The inevitable result is the lessening

of medical services available to the

public, and the very high cost of much
medical treatment which is available,

and the public winds up losing more
than the doctors. The rampage of mal-

practice suits, the high costs of defend-

ing them, and the runaway awards
sometimes given by juries in malprac-
tice cases, even where grave doubts
exist that the doctor did wrong, have
already eliminated all but a few com-
panies from writing malpractice insur-

ance, and in Louisiana, only about two
companies are presently willing to write

malpractice insurance for doctors, and
both of them are presently threatening

to quit writing the insurance because of

heavy losses, and the absence of any
reasonable way to estimate losses and
calculate premiums. Should these in-

surers become discouraged and with-

draw from writing malpractice insur-

ance for Louisiana doctors—as these

same companies have already done in

some other states already stricken with

doctor strikes—an intolerable situation

will be created for both the patients as

well as for the doctors, and as is usually

the case in widespread crises, the public

is the big loser.

Something obviously must be done,

-and should be done quickly in our state,

and fortunately, the Louisiana Legisla-

ture seems to be well on the road to

dealing with the problem. Recently, the

Louisiana House of Representatives
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overwhelmingly approved House Bill

1465 which seeks to apply to Louisiana

the basic approach to the problem which

was enacted into law a few months ago

in Indiana. House Bill 1465 is by no

means a “doctor’s bill” but rather is in

reality a bill which strikes a reasonable

balance between the need of the public

on the one hand for a wide variety of

medical services to be readily available

everywhere, and at costs not inflated

by exorbitant insurance premiums or by

“defensive medicine,” and the need of

the doctors on the other hand for rea-

sonable malpractice insurance protec-

tion to safeguard them and their fam-

ilies against the risk of malpractice

claims.

Under House Bill 1465 the scope of

malpractice claims is controlled so that

companies will be reasonably able to

estimate losses and defense costs by
limiting the maximum recovery for one

person for malpractice to a half-million

dollars, by eliminating jury trial in mal-

practice cases, and by providing for a

medical review panel to consider mal-

practice claims before the patient sues

in court, by limiting to $100,000 the

amount of insurance which a physician

must carry and by placing a limitation

on attorneys’ fees in malpractice cases.

The standard of care required of doc-

tors in treating the patients remains the

same and is not lessened in any way.
The bill establishes a Patient’s Compen-
sation Fund, administered by the state,

out of which individual claims over
$100,000 and up to $500,000 would be
paid. Under these circumstances, a com-
pany will be able to reasonably apply
actuarial principles to estimate losses

and defense costs, and can be expected
to be in a position to write the $100,000

malpractice insurance for doctors at

reasonable costs House Bill 1465 ap-

plies to all tvpes of health care pro-

viders. including dentists, nurses, hos-

pitals etc. Participation in the plan is

voluntary on the part of the doctors

and other health care providers, but it

is expected to be nearly 100 percent.

The monies for the Patient’s Compen-
sation Fund will be paid for by doctors,

hospitals and other health care provid-

ers throughout the state who will be

required to pay into the fund each year,

an amount equal to 10 percent of the

cost of their annual premium for their

$100,000 insurance. The pool of money
created in the Patient’s Compensation
Fund will thus be contributed by mem-
bers of the medical profession general-

ly, and in this way, the risk of malprac-
tice insurance is spread throughout the

profession and becomes individually

burdensome on no single doctor or type

of doctor. The $500,000 limit for a

patient’s claim does, of course, penalize

a patient whose damages from malprac-

tice are in excess of this amount, but

such a limitation is needed from the

standpoint of serving the broader need
for all citizens of our state to have a

wide variety of medical services avail-

able. Limitations in social legislation

such as this are not new in our law.

The most widely known similar limita-

tion is contained in the Louisiana Work-
men’s Compensation Law which pres-

ently limits recovery to a worker injured

on the job suffering total disability and
even death to a maximum of $32,500
plus expenses. Trial by jury has been
eliminated for many years in workmen’s
compensation cases and also in cases

involving divorce, separation, alimony,

child support and a variety of other

types of civil litigation.

Aside from the fact that the complex-
ities of medical malpractice litigation

ordinarily do not lend themselves well

to trial by jury, the jury trial consumes
much more court time and much more
expense than trial by judge. Interest-

ingly enough, the use of a jury in civil

cases began in England and for these

same reasons, the English legal system
is now discarding the use of the jury in

civil cases. While some patients may

320
J. Louisiana State M. Son.



GUEST EDITORIAL

well be damaged beyond the $500,000

limit contained in the bill, experience

shows claims of such magnitude have

been rare. A recent poll of the major
companies writing malpractice insur-

ance in Louisiana showed that in 1973

and 1974 and thus far in 1975, no indi-

vidual claim was paid either by settle-

ment or court judgment which exceeded

$500,000, and indeed, during that peri-

od only two were paid which exceeded

$ 100 ,
000 .

The Medical Review Panel will con-

sist of three doctors and a lawyer select-

ed by the patient and the doctor against

whom claim has been made, and this

panel will make a preliminary inquiry

into a claimed case of malpractice to

determine if malpractice seems in fact

to have occurred and will render a writ-

ten report of its findings to the patient

and to the defendant doctor. Aside

from providing a speedy procedure to

handle malpractice claims, the Medical

Review Panel should go a long way
toward disposing of malpractice claims

without the necessity of costly court

trials.

While the findings of the Medical

Review Panel are only advisory in na-

ture and are not binding, the panel’s

opinion should resolve most claims be-

cause if malpractice is found by the

panel, this will heavily influence the

doctor’s insurer and the Patient’s Com-
pensation Fund, and settlement is likely.

If no malpractice is found by the panel,

the patient will know the reasons there-

fore and will have an opportunity to

reevaluate his claim before going to

court. Regardless of the decision of the

panel, the bill reserves to the patient

the right to file suit in court on his

claim if he is dissatisfied with the pan-

el’s decision, and if he does so, the

patient can require any of the panel

doctors whose opinions were favorable

to him to appear and testify in court.

On any trial, the opinion of the panel

will be received in evidence, but will

have no special weight and will stand

on the same footing as any other evi-

dence presented to the court.

House Bill 1465 even endeavors to

police the medical profession itself by
requiring that all malpractice claims

paid be reported to the Physicians

Licensing Board so as to permit it to

identify those physicians who are prac-

ticing substandard medicine. In order

to provide a means of controlling physi-

cians who may not keep up with the

advances in modern medicine and who
may be careless or otherwise substan-

dard in care of their patients, House
Bill 1465 empowers the Physicians

Licensing Board to suspend or revoke

the licenses of physicians found not rea-

sonably competent to practice medicine.

Effective policing of the medical profes-

sion (and other professions as well) is

long overdue in Louisiana.

House Bill 1465 seems to deal realis-

tically with the current malpractice

insurance problem, and it seems to strike

a fair balance between the public inter-

est and that of the doctors. The Legis-

lature is to be commended for dealing

with this matter before the problems

become worse than they already are in

our state.
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At Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward
either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC
BYNUM,GRACE & KIRBY INC

555 Building, St. Tammany St.

P. O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

AMBROSE H. STORCK, MD

ber in many professional societies, civic clubs and

social organizations.

Dr. Storck published numerous medical articles

and wrote six books including the U. S. Army
First Aid Manual. He was also alumni editor of

Tulane Medicine.

He traveled extensively, visiting surgical cen-

ters in Europe, Japan and India.

Dr. Storck collected primitive Louisiana arti-

facts, and had a great interest in preserving his-

torically and architecturally significant land-

marks.

Despite his infirmities, Dr. Storck remained

active even in his hospital bed in carrying on the

continuing duties of the Cancer Commission of

the Louisiana State Medical Society. Telephone

meetings were frequent and productive. His loss

is a severe blow to the cause of cancer through-

out the country. Dr. Storck’s availability, his

counsel, and his wholesome contributions com-
mittee-wise to the Medical Society will be

severely missed. He will always be remembered
for his sincerity of purpose!, expertise, knowl-

edgeability, stickler for details, and indefatiga-

bility by his colleagues in the Medical Profession

and by members of the community.

He is survived by a sister, Mrs. Frank Mackey
Taylor of New Orleans.

Dr. Ambrose H. Storck, emeritus professor of

surgery of Tulane University School of Medicine,

died Wednesday, July 9. He was 72.

A New Orleans native, Dr. Storck graduated

from the Tulane School of Medicine in 1925. He
served for 42 years at the medical school and at

Charity Hospital primarily teaching and working
in cancer research.

While at Charity, Dr. Storck devised the closed

carbon-dioxide absorption method for anesthetics

which greatly reduced the explosion hazards con-

nected with the use of ethylene gas. In addition,

he was affiliated with several other hospitals in

New Orleans.

For his contribution to cancer control, Dr.

Storck received the American Cancer Society Dis-

tinguished Service Award.

He was chairman of the Cancer Commission of

the Louisiana State Medical Society and a mem-

MINUTES
EXECUTIVE COMMITTEE

LOUISIANA STATE MEDICAL SOCIETY

June 5, 1975

Call To Order

F. Michael Smith, Jr., M.D., President, called

the meeting to order at 10:00 a.m. on the above

date in the Conference Room of the LSMS domi-

cile.

Invocation

Thomas Y. Gladney, M.D., offered the invoca-

tion.

Roll Call

At the request of the President, the secretary

recorded the roll.

Present: F. Michael Smith, Jr., M.D., Presi-

dent; Thomas Y. Gladney, M.D., President-Elect;

Arthur G. Kleinschmidt, Jr., M.D., First Vice-

President; Broox C. Garrett, Jr., M.D., Second
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A powerful lot of people

have been saving at

Fureka since 1 884

See Eureka for Home Loans

2525 Canal Street Phone 822-0650

1 10 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

Vice-President; Frank P. Incaprera, M.D., Third

Vice-President; H. H. Hardy, Jr., M.D., Immedi-

ate Past President; Maurice E. St. Martin, M.D.,

Chairman, House of Delegates; H. Ashton

Thomas, M.D., Secretary-Treasurer; John Tan-

ner, M.D., Second District Councilor; Elmo J.

Laborde, M.D., Third District Councilor; Sam L.

Gill M.D., Fourth District Councilor; Carlton L.

Carpenter, Jr., M.D., Sixth District Councilor;

Conway S. Magee, M.D., Seventh District Coun-

cilor; William D. Henderson, M.D., Eighth Dis-

trict Councilor.

Absent: Eugene F. Worthen, M.D., Vice-

Chairman, House of Delegates; C. Grenes Cole,

M.D., Secretary-Treasurer Emeritus; Lawrence

D. Kavanagh, M.D., First District Councilor;

Stanley R. Mintz, M.D., Fifth District Councilor.

Others Present: Ralph H. Riggs, M.D., AMA
Delegate; Gordon W. Peek, M.D., AMA Delegate;

W. Charles Miller, M.D., AMA Delegate; Frank

J. Jones, M.D., AMA Alternate Delegate; Eugene

C. St. Martin, M.D., AMA Alternate Delegate;

Frank A. Riddick, Jr., M.D., AMA Alternate Del-

egate; Terence Beven, M.D., Chairman, Council

on Legislation; J. A. Sabatier, M.D., Past Presi-

dent; James H. Stewart, M.D., Past President;

Henry B. Alsobrook, Jr., Legal Counsel; Paul

Perret, Associate Secretary-Treasurer; Mrs. Wil-

liam Cloyd, Woman’s Auxiliary President; Mrs.

A. M. Alexander, Jr., Woman’s Auxiliary Presi-

dent-Elect; Donald Palmisano, M.D., Alton Ochs-

ner, M.D., Harry Winters, M.D., Mrs. Harry
Winters, Jesse McDonald, Attorney; Karen Ke-

hoe, Secretary to the Executive Committee;
Dorothy Maher, Secretary to the Councils on

Health, Education and Miscellaneous Business.

Confirmation of Mail Vote of Former
Executive Committee

Upon motion made, seconded and carried the

approval of active, dues-exempt, intern/resident,

academic and student membership was confirmed.

Mrs. William Cloyd, President of the LSMS
Woman’s Auxiliary, offered a correction to the

minutes of the April 3, 1975 Executive Committee
meeting. Page 6, paragraph 4, lines 5-7, should

read as follows: “At this point Dr. Frank J.

Jones, Chairman of the Auxiliary Advisory Com-
mittee, stated that there was a deficit in the

Society’s budget to the Auxiliary of some $1,435.”

The approval of these minutes, with the correc-

tion, was confirmed by motion made, seconded
and carried.

Confirmation of Mail Vote of Present

Executive Committee

Upon motion made, seconded and carried th6

approval of active and dues-exempt membership
was confirmed.

J. Louisiana State M. Soc.

324



ORGANIZATION SECTION

Reports of Officers

Secretary-Treasurer—Dr. H. Ashton Thomas

presented a membership report, indicating an in-

crease in LSMS membership of 87 and a decrease

in AMA membership of 131 for the same period

last year. Dr. Thomas reminded the Committee

that unless our AMA membership increased, the

LSMS would lose one of its AMA delegates. Dr.

Thomas also asked the Councilors to encourage

support of the AMA in their local districts. The

Report of the Secretary-Treasurer was filed for

the information of the Executive Committee.

Special Order

The President asked all new members of the

Executive Committee to stand and be recognized.

Drs. Garrett, Incaprera, Laborde, Carpenter and

Henderson stood and were welcomed by the other

members who served on the 1974-75 Executive

Committee.

Dr. Smith then introduced the two members

of the Auxiliary who were invited to attend the

Executive Committee meeting, Mrs. William Cloyd

and Mrs. A. M. Alexander.

At this point, Dr. Smith asked whether Dr.

Eugene Durel was present for his requested ap-

peal. After an appropriate time elapsed and Dr.

Durel did not appear, the President ruled that

the regular order of business be resumed.

REPORTS OF OFFICERS (cont’d.)

President—Dr. Smith had some informational

material distributed to the members of the Com-
mittee for their perusal. This material pertained

to the present medical liability insurance crisis,

along with statements referable to contingency

fees. Dr. Smith referred the Committee to an
article which appeared in the June 1 issue of the

Times-Picayune. He called attention to the fact

that approximately one-fourth ( % ) of the physi-

cians in this state are not contributing any mal-

practice premium dollars. He also advised the

Committee of how these premium dollars are be-

ing distributed. According to the article, only

16% goes to the injured party; 24% goes to the

insurance carriers; and some 60% goes to the

Juridical System. The vast majority of premium
funds is distributed to the Juridical System due

to the fact that contingency fees are collected

by plaintiff attorneys in addition to defendant

attorney fees and court costs. Dr. Smith ques-

tioned whether these premium figures reflect

base insurance coverage or reinsurance. It was
his opinion that the physicians have the right to

know what figures are being released to the

press. He also felt that it is the physicians’ right

to know the number of doctors in each class being

insured.

Across the
street,

but
worlds away

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We've catered

to our distinguished guests

"from across the street” for a

good many years now. . . and
we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.
For reservations, call 524-0581

The Pontchartrain
Hotel

"Where dining in the Caribbean Room
is only one of your pleasures”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSIE ASCHAFFENBURG, Chairmen of the Board

ALBERT ASCHAFFENBURG, President

PETER R SHEPHERD, Genera! Manager
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Special Order

Consideration of the President’s Report was

temporarily suspended due to the arrival of Dr.

John Cooksey. Dr. Smith prefaced the introduc-

tion of Dr. Cooksey by reading a mailgram from

Dr. Stanley Mintz, Councilor from the Fifth Dis-

trict. Dr. Mintz requested that the Executive

Committee allow Dr. Cooksey to make his pre-

sentation on H. B. 1465. Dr. Smith also informed

the Committee that he had received calls from

Dr. Eugene Worthen and the President of the

Ouachita Parish Medical Society asking the Ex-

ecutive Committee to consider Dr. Cooksey’s

presentation.

Accompanying Dr. Cooksey were: Dr. and

Mrs. Harry Winters, Dr. Alton Ochsner and At-

torney Jesse McDonald. Dr. Cooksey began by

thanking the Executive Committee for the oppor-

tunity to present H. B. 1465 for its considera-

tion. H. B. 1465 is a modification of a bill en-

acted in Indiana, authored there by Senator

Adam Benjamin. Dr. Cooksey advised the Com-

mittee that they had met with Senator Benjamin

and discussed the merits of this bill at length.

Dr. Cooksey assured the Committee that H. B.

1465 was not in conflict with the LSMS insur-

ance legislation, PIP; but rather was a more far-

reaching and more comprehensive piece of legis-

lation. The purpose of this presentation was to

enlist the support of the Louisiana State Med-
ical Society in achieving enactment of H. B. 1465.

At this point, Dr. Cooksey turned the floor over

to Mr. Jesse McDonald who began the presen-

tation on H. B. 1465. Mr. McDonald informed

the Executive Committee that the primary rea-

son why H. B. 1465 would be instrumental in

solving the malpractice insurance problem was
that it strikes a balance between the interests

of the public and the medical profession. This

balance is achieved in the following ways:

1. Controlling malpractice awards by: a. Lim-

iting recovery for one person to $500,000.00;

b. Eliminating juries in malpractice cases; there

would be trials by judges alone.

2. Reduces malpractice claims and defense

costs by: a. Establishing a Medical Review Panel

to consider the patient’s claim early, and to ad-

vise the patient, the doctor and the court whether
malpractice has occurred.

3. Makes malpractice insurance available by:

a. Reducing to $100,000 the amount of malprac-
tice insurance a doctor must carry; b. Provides

for a state Patient’s Compensation Fund, funded
by payments from all doctors and health provid-

ers in the state, for payments of claims over

$100,000, thereby spreading the cost of malprac-
tice coverage to the entire medical profession

;

c. Provides for a state Residual Malpractice In-

surance Authority to sell insurance to physicians

who cannot procure private insurance for

$100,000. (This authority would be funded by

premium income and by legislative appropria-

tion.)

4.

Standard of care required of physicians in

treating patients remains unchanged: a. Un-

certainty would be eliminated in claims of breach

of warranty by requiring that all warranties be

in writing and signed.

There was a more detailed discussion of the

Medical Review Panel. This Panel benefits both

the patient and the doctor in the following ways

:

1. Provides a speedy procedure of handling

claims.

2. Patients would have confidence in the com-

position of the panel because there are three

doctors on the panel (the patient selects one doc-

tor; the defendant physician selects one; and

both parties agree in selecting the third).

3. Advisory opinion of panel should resolve

most claims because: a. If malpractice is found,

this will heavily influence doctor’s insurer and
patient’s compensation fund, and settlement is

likely; b. If no malpractice is found, the patient

will know the reasons thereof, and the patient

can re-evaluate his claim.

4. Panel should meet with public acceptance

because: a. If patient disagrees with panel de-

cision, he still can file suit in court; b. Panel

doctors provide patient with a sure source of ex-

pert testimony on his claim.

There was some discussion of the fact that this

bill does not insure that the physicians on the

panel will be licensed to practice in the same
community as the alleged malpractice occurred.

Dr. Cooksey and Mr. McDonald assured the mem-
bers of the Executive Committee that this bill

could be amended to conform with the provisions

of the PIP bills.

At this point, Dr. Terence Beven, Chairman of

the Council on Legislation, was asked to com-

ment. Dr. Beven informed the Committee that

he had met with several of the trial lawyers and

that they stated that they will oppose us if we
support the “Indiana Bill”.

Following this discussion, Dr. Conway Magee
made a motion, which was seconded, that we con-

tinue our support of the “Patients’ Insurance

Package” as voted by the House of Delegates

and that we do what we can to get this “Indiana

Bill” passed, providing it does not jeopardize our

PIP legislation. There ensued a discussion as to

who would decide whether this was jeopardizing

our PIP program. Following this discussion, the

motion was withdrawn. Another motion was of-

fered that the LSMS support H. B. 1465 for in-

clusion in our legislative package. This motion

failed for lack of a second. A suggestion was
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made that the LSMS express support of this bill

in such a way as not to jeopardize the PIP pro-

gram. To this end, the following substitute mo-

tion was made and seconded: “That the Execu-

tive Committee approve the ‘Indiana Bill’, as it

will be amended to conform with our PIP pack-

age, and lend our support toward its passage.

This motion was voted upon and carried, with

one dissenting vote by Dr. Conway Magee.

The Executive Committee informally discussed

the matter of Dr. Eugene Durel’s association with

a Mr. Chang in an acupuncture clinic in Lafay-

ette. A motion was made, seconded and carried

that a letter be written to Dr. Durel, over the

signature of the President, advising him that the

Executive Committee informally discussed this

matter and concurred with the decision of the

Board of Councilors in that he should cease and

desist his association in this matter by exercis-

ing his option of voiding the contract. Dr. Con-

way Magee voted in opposition to this motion

on the grounds that the Executive Committee

would be over-ruling the action of the Board

of Councilors by even discussing the matter. The

Secretary-Treasurer was instructed to compose

a letter in this regard for signature by the

President.

Reports of Officers (cont'd.)

Dr. Smith continued his Presidential Report

with a discussion of the utilization review regu-

lations and several letters to Louisiana hospitals

referable to encouragement of implementation of

these regulations. Dr. Smith reminded the Com-
mittee that the AMA was granted a preliminary

injunction against these U R regulations. After

discussion of this matter, a motion was made,
seconded and carried to file an estoppel by judg-

ment suit in Louisiana to have the temporary
injunction recognized by the Federal Courts and
have it applied to all HEW agencies. This suit

will be filed subject to advice of Legal Counsel.

Motion was made, seconded and carried that

the LSMS maintain its position on utilization re-

view and PSRO and not retreat any ground. An
additional motion was offered that the President

send a letter to the membership, outlining the

Executive Committee’s decisions in this regard,

and advising the members of the Society’s posi-

tion on PSRO and U R regulations. The letter

should also advise the members of what they as

individuals should do in this regard. This mo-

tion received a second, was voted upon and unani-

mously carried.

There was much discussion of a $100 assess-

ment of the membership to fund a public rela-

Now you can deposit or withdraw from
your savings account by phone with

First Homestead's Telephone
Transfer Account

Any time of the day or night, twenty-four hours a day,

you may add to or withdraw from your TELEPHONE
TRANSFER ACCOUNT. No need to come to our office.

No need to hope the mail does not get delayed.

First Homestead is as near as your telephone.

Phone 581-9285 and ask for Betty Payton
She ll fill you in on all the details and arrange to open an
account for you Open an account today. . by tomorrow
you II earn one day s interest.

FIRST HOMESTEAD
& SAVINGS ASSOCIATION
300 BARONNE AT GRAVIER • NEW ORLEANS. LA 70112
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tions campaign aimed at educating the public

of physicians’ socio-economic problems, such as

professional liability insurance legislation, PSRO
and utilization review regulations. The President

informed the Committee that he had already be-

gun polling the membership with regard to this

assessment. A suggestion was made that a fol-

low-up letter be sent to the membership, clari-

fying the use of the assessment funds. The

President stated that he would take this sugges-

tion under advisement and instructed the LSMS
staff to prepare such a detailed letter. Dr. Hardy

suggested that this letter mention that this money

will be used to protect the interests of physicians

as it applies to socio-economic problems. Dr.

Smith stated that this could be done by way of

CAPSULES. The President also stated that

there would be a detailed explanatory letter pre-

pared referable to the use of the assessment funds

to be sent to any members who have inquiries

in this regard. Dr. Smith also requested each

Councilor to assist in getting this message to the

membership by relaying the information to their

local societies, their friends and their hospital

staffs.

Upon the conclusion of the assessment discus-

sion, a motion was made, seconded and carried

that the Executive Committee pass such a special

assessment for these purposes (public relations

campaign re professional liability insurance legis-

lation, PSRO, utilization review regulations, and
other socio-economic problems), provided that

there is an expression of majority support from
the membership by June 15, 1975.

Report of Board of Councilors

There being no objection, the Report of the

Board of Councilors as printed was received for

filing by the Executive Committee. A motion
was made, seconded and carried to commend the

Board of Councilors for the way in which it han-
dled the Durel /acupuncture clinic matter.

Reports of Committees

The following Committee Reports were, upon
motion made, seconded and carried, accepted for
the information of the Executive Committee.

1. Report of the Committee on Medical Edu-
cation referable to accreditation of East Jeffer-

son General Hospital.

2. Report of the Committee on Budget and
Finance referable to the increase in the budget
for the Woman’s Auxiliary.

3. Report of the Committee on Arrangements
referable to expenses incurred at the 1975 An-
nual Meeting.

The Report of the Committee on Long Range
Planning, referable to a change in Annual Meet-
ing dates for 1977, 1978 and 1979 to the second
weekend in March, was unanimously approved
by the Executive Committee.

Other Reports

Dr. Ralph H. Riggs presented the Report of

the AMA Delegates, in which he informed the

Executive Committee that more physicians were

needed to attend reference committee meetings

and speak with other delegations. Dr. Riggs also

informed the Committee that this year he would

be serving as the chairman of a reference com-

mittee on professional liability insurance. There

being no objection, this report was filed for in-

formation.

Mr. Henry B. Alsobrook, Jr., in his Legal Coun-

sel Report, advised the Executive Committee that

he is presently serving on an advisory committee

which is redrafting the by-laws of the JCAH.
Mr. Alsobrook also informed the Committee that

if the legislation referable to counter suits by

physicians was passed, this would be covered un-

der medical defense. Mr. Alsobrook advised the

Executive Committee that a suit was being filed

against him by a physician in Baton Rouge re-

ferable to a presentation made at the 1974 An-

nual Meeting. Following discussion of this mat-

ter, a motion was made, seconded and carried

that the LSMS write a letter to Mr. Alsobrook

stating that the LSMS does not waive the attor-

ney-client privilege in this matter. The Report

of Legal Counsel was filed for information.

In the absence of LAMPAC Chairman, Dr.

James W. Vildibill, Mr. Paul Perret gave a

LAMPAC membership report for the informa-

tion of the Executive Committee.

Mrs. William Cloyd, Auxiliary President, pre-

sented the Report of the Woman’s Auxiliary. Mrs.

Cloyd expressed the appreciation of the Auxiliary

for the increase in its budget and also for al-

lowing Mrs. Charles H. Johnson, Jr. to present

the AMA-ERF checks to the deans of the Louisi-

ana medical schools at the recent Annual Meet-

ing. Mrs. Cloyd also advised the Executive

Committee of a dues increase to be effective in

1976 and presented a membership report. This

Auxiliary Report was filed for information by
the Committee.

Dr. Terence Beven presented the Report of the

Council on Legislation, in which he advised the

Committee of the current status of the LSMS
PIP bills. The Council Chairman reminded the

Committee that the malpractice insurance bills

were scheduled to be discussed on the floor of

the House of Representatives on Tuesday,

June 17.

Unfinished Business

A proposed survey of Louisiana physicians re

confidentiality of medical records by Assistant

Professor Harold Skipper of the University of

New Orleans was unanimously approved by the

Executive Committee. The survey questionnaire

will be included in the next issue of CAPSULES.
The matter of a request for endorsement of
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the Louisiana High Blood Pressure Control Pro-

gram was tabled, by motion made, seconded and

carried.

A request for endorsement of a proposed

Louisiana Cancer Center in New Orleans was
considered. Upon motion made, seconded and

unanimously carried, the Executive Committee

approved endorsement of this program by the

LSMS.

New Business

The matter of an anesthesiologists/hospital

controversy at East Jefferson General Hospital

was filed by the Committtee.

Discussion of the proposed changes in the Med-

ical Practice Act was deferred until after all

other business had been considered.

By order of the House of Delegates, the Execu-

tive Committee discussed the matter of having

in depth studies conducted by an appropriate

committee into the private mechanisms of review

of quality and the activities of the JCAH as they

affect medical practice in Louisiana. It was the

decision of the Executive Committee that this

matter should be referred to the Ad Hoc Com-
mittee to Study Ethical Peer Review Mechanisms.

Dr. Thomas informed the members of the Execu-

tive Committee that this committee had been

disbanded after its last meeting since its work
had been completed. Dr. Smith, in his capacity

as President, reappointed and renamed the same
committee for the purpose of conducting these

studies. By motion made, seconded and carried,

this was so ordered.

Resolution #822, which instructed the Execu-

tive Committee to develop a Universal Consent

Form, was considered at this time. Legal Counsel

advised the Committee that there is legislation

pending referable to informed consent and sug-

gested that the Executive Committee defer action

on this matter, pending the outcome of this

legislation.

There was some discussion of the resolution

on the Utilization Review Position, in which the

Executive Committee was authorized to institute

a special assessment of the membership to estab-

lish an adequate public relations campaign budget
to oppose these U R regulations. Since action was
taken in the President’s Report referable to an
assessment for a public relations campaign fund
for all socio-economic problems, including utiliza-

tion review, no action was taken on this reso-

lution.

Correspondence from the Louisiana Health and
Human Resources Administration referable to

HMOs was considered at this time. The Com-
mittee was informed by the Chairman of the

Council on Legislation that this bill had been

defeated for this session of the Legislature;

therefore, no action was taken in this regard.

It was the concensus of the Executive Com-
mittee that Resolution #826, which instructed

the Executive Committee to take all legal means
to prevent the implementation of utilization re-

view and PSRO, had been covered in the action

referable to a special assessment. Action on this

resolution was, therefore, unnecessary.

There was a discussion of the MAST (Military

Assistance for Safety and Traffic) Program.

Upon motion made, seconded and unanimously

carried, the Executive Committee granted LSMS
endorsement of this program.

Information

Upon motion made, seconded and carried, the

following were filed for the information of the

Executive Committee.

1. Correspondence re Multiphase Health

Screening Study.

2. Communication from Hartford indicating

their intent to file Rate Schedule Revisions.

3. Correspondence re Training Physicians for

delivery of “Primary Care.”

4. Information re Medical Testing by the

Navy League.

5. Invitation from Southeastern Regional

Council on Development of Nurse-Midwifery to

its meeting.

6. Open letter to Caspar Weinberger refer-

able to Utilization Review.

7. Assessment Poll letter to membership.

8. Correspondence re Clinical Hypnotherapy.

New Business (cont’d.)

The Executive Committee then discussed the

proposed change in the Medical Practice Act.

Several amendments were offered by members
of the Executive Committee, and after discus-

sion, the following motion was made, seconded

and carried: “That the LSMS approves the pro-

posed changes in the Medical Practice Act, as

amended by the LSMS with the advice of Legal

Counsel, and that these amendments be forward-

ed to Mr. Thomas J. Wyllie, Attorney for the

Louisiana State Board of Medical Examiners.”

There being no further business, the meeting

was adjourned upon motion made, seconded and

carried.

V

»
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Diagnosis—Congenital Complete Heart

Block.

The tracing shows complete atrioven-

tricular (AV) dissociation due to com-

plete AV block. The atrial rate is reg-

ular at 75/minute, and the ventricular

rate is 45/minute. Ventricular com-

plexes occur with regularity and are

unrelated to atrial activity. The QRS
complexes are narrow, indicating that

block is proximal to the bundle of His

and that a junctional pacemaker drives

the ventricles. Artifacts are noted in

leads Vi and V 6 .

Discussion

The etiology of CCHB has not been

completely clarified. However, evi-

dence accumulated indicates that in

many cases structural abnormalities in

the conduction tissue are responsible.

Lesions such as absence of the AV node

(AVN) or a portion of the bundle of

His (BH), destruction by scarring of

area surrounding AVN or BH (from

in utero infection?) and isolated tumor
involving BH have been described. In

some cases CCHB may be a familial

disorder; inheritance may be sex-linked.

Females are more frequently affected

with the disorder than males.

The conduction disturbance may be

detected before, at, or soon after, birth.

Yater’s criteria for establishing the diag-

nosis of CCHB include: 1) graphic evi-

dence of AV block first noted early in

life; 2) evidence of existence of slow
pulse present at an early age; 3) ab-

sence of any preexisting conditions

which might cause block after birth,

such as rheumatic fever, syphilis, myo-
carditis, digitalis toxicity, fibroelastosis,

etc.; and 4) history of syncopal attacks
at an early age is fairly good evidence
for presence of block prior to the attack.

The disorder is most frequently seen

as an isolated entity but it may be asso-

ciated with congenital cardiac malfor-

mations, including corrected transposi-

tion of the great vessels, left-to-right

shunts, semilunar valve stenosis, etc.

In the vast majority of cases, the sub-

sidiary pacemaker is at the N-H or BH
level and ventricular depolarization fol-

lows a normal sequence. The resting

ventricular rate remains rather con-

stant during childhood and adulthood

at 40-80/minute. It may fall below 40

in the presence of superimposed cardiac

disorder. Exercise and other severe

physical stresses generally result in sig-

nificant increase of ventricular rate,

but it is unusual for the rate to exceed

100-130/minute even with severe exer-

cise.

In isolated CCHB, hemodynamic
changes represent the effects on the

circulation of the conduction distur-

bance alone, without the underlying

myocardial dysfunction generally en-

countered in acquired heart block or

with associated congenital cardiac dis-

ease. The cardiac output is usually

maintained at normal limits despite the

low heart rate by an increased stroke

volume. Such patients display normal
or near normal working capacity and
may tolerate high levels of physical ex-

ertion without difficulty. Although the

reported incidence of Stokes-Adams
syndrome varies from 0-8 percent,

serious cardiac symptomatology is un-

common. Conversely, manifestations

present in patients with associated con-

genital cardiac or major vascular anom-
alies are dependent primarily upon the

coexisting cardiovascular abormality.

Since the adverse circulatory hemo-
dynamic effects seen with superimposed

heart disease (congenital or acquired)

are not seen in isolated CCHB, ventric-

ular pacing (temporary or permanent)
is not indicated unless major cardiac

symptoms or evidence of electrical in-

stability are present.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month
Jackson-Lincoln-Union Third Tuesday of every month

except summer months

Jefferson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans
Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport
Vernon First Thursday of every month

NEW ORLEANS SURGICAL SOCIETY
TO MEET

SEPTEMBER 19 AND 20, 1975

The New Orleans Surgical Society will meet on

Friday and Saturday, September 19 and 20, 1975

at Charity Hospital and at LSU and Tulane medi-

cal schools in New Orleans.

On Friday morning and Friday afternoon,

there will be clinical conferences at Charity Hos-

pital, LSU, and Tulane with members of the

Society and residents of the various hospitals

and Ochsner Clinic participating.

On Saturday morning, there will be meetings

at the LSU Medical School auditorium on the

first floor, including the guest lectureship, from
8 :00 a.m. to 9 :00 a.m. Dr. Roger T. Sherman,

Professor and Chairman of the Department of

Surgery at the University of South Florida Col-

lege of Medicine in Tampa, will be the visiting

lecturer.

Further information will be available when
posters are placed at the various hospitals, the

two schools, and the Ochsner Clinic.

The physician public is invited.

DR. MILLS AWARDED
SMA RESEARCH GRANT

Noel L. Mills, MD, of the Department of Sur-

gery at Ochsner Foundation and Tulane Univer-

sity School of Medicine, New Orleans, La., has

been awarded a research project grant by the

Southern Medical Association.

The 22,000-member physician group annually

supports medical research by awarding grants

to initiate projects or continue relatively new
studies.

Dr. Mills is one of 29 researchers, selected

from more than 100 applicants to receive an

SMA research grant this year. The grant will

help to fund Dr. Mills’ project, Evaluation of

Function of the Aortic Prosthetic Valve in Aortic

Arch Position with Aorto-Coronary Bypass as a

Model for Definitive Treatment for Bacterial

Endocarditis of Aortic Valves.

The Research Project Fund, established in

1969, is one of several SMA programs that sup-

port the organization’s exclusive purpose of de-

veloping and fostering scientific medicine.

PULMONARY COURSES IN NEW ORLEANS
The three annual national and international

postgraduate courses in pulmonary diseases held

in New Orleans each winter will be consolidated

into a single week and called SUPERCOURSE
starting February 16, 1976, according to the

American Thoracic Society. The 12th Annual
International Postgraduate Course for Physicians

on “Pulmonary Function in Health & Disease”,

the 5th Annual National Postgraduate Course

for Physicians on “Pediatric Pulmonary Dis-

ease”, and the 8th Annual Course on “Newer
Concepts of Care for Patients with Respiratory

Disease” for the medical care team, will take

place simultaneously and be held at Braniff

Place (hotel) in New Orleans.

The Respiratory Care Course will open on

Monday, February 16, 1976; followed by the

Pulmonary Function Course on Tuesday, Febru-
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What should a girl, unwed and in need

of help do, when she finds herself

pregnant?

If you will refer her to us— the

Volunteers of America—we will make
certain that she is well cared for and

her baby is given the opportunity for a

healthy, happy life. Our services include

full pre-natal, delivery and post-natal

care in modern, attractive surround-

ings— counseling by trained and com-
passionate professionals and placement
of the infant through adoption, if

desired.

For a confidential discussion, phone
Mrs. O'Brien of the Volunteers of

America in New Orleans (504) 891-7713.

V 3

ary 17, and the Pediatric Pulmonary Course

beginning on Wednesday, February 18. The

three entities will be sustained as distinct pro-

grams, but will be packaged under the title

“New Orleans Mardi Gras Supercourse”.

Course tuition will be $150 for any of the

individual entities within the SUPERCOURSE,
and registrants may move from one course’s

session or lecture to another as the week pro-

gresses.

ATSL is AMA accredited, and critical care

nursing accreditation is also planned.

Professionals interested in receiving final reg-

istration information may do so by contacting

the American Thoracic Society, 1740 Broadway,

New York, New York 10019; or the American

Thoracic Society of Louisiana, Suite 1504, 333

St. Charles Avenue, New Orleans, La. 70130.

Inquiries should be directed to Mr. Ben Fontaine,

Course Coordinator.

ACLM ENCOURAGES COOPERATION TO
RELIEVE MALPRACTICE CRISIS

The American College of Legal Medicine

(ACLM) has urged HEW, insurance carriers,

state insurance commissions, and the medical/

legal professions to work cooperatively to pro-

vide adequate funds and facilities to eliminate

the rapidly increasing problems regarding mal-

practice.

The ACLM, a national professional organiza-

tion whose voting members hold both law and

medical degrees, believes that the resolution of

the current controversy must be primarily di-

rected toward consideration of patient care.

The College also encouraged individual states

to establish non-partisan commissions to examine

the malpractice liability problem and recommend
legislative changes which will eliminate conflict

and assure the availability of malpractice insur-

ance at reasonable rates.

GEORGIA ACADEMY OF FAMILY
PHYSICIANS TO OFFER EDUCATION

COURSE NATIONALLY
The second edition of the Family Medicine

Refresher Correspondence Course 100 will be of-

fered nationally to family physicians and gen-

eral practitioners in 1976 the Georgia Academy
of Family Physicians announced recently. The
course will begin in January.

The first edition of this postgraduate, con-

tinuing education course is being administered

to 290 physicians in seven southeastern states

this year. It is designed to assist physicians pre-

pare for the American Board of Family Prac-

tice certification and recertification examinations.

The new course will consist of 16 sessions of
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preparatory reading assignments, self-evaluation

examinations, examination answer sheets, and

reference materials including text books. Divided

into quarters, each eigh1>week quarter will con-

tain four sessions, with a two-week break be-

tween quarters.

The program is acceptable for 30-70 hours by

the American Academy of Family Physicians.

Jon Calvert, MD, PhD, ABFP, FAAFP, is the

author of the course. Twenty consultants serve

with Dr. Calvert as faculty.

The Georgia Academy is accepting advance

registration applications now. Registration infor-

mation is available from the Registrar, FMRCC
100, Georgia Academy of Family Physicians,

Suite 205, 11 Corporate Square, Atlanta, Geor-

gia 30329.

Contact: Jon Calvert, MD, (404) 828-2588.

LEUKEMIA SOCIETY OF AMERICA
WILL FUND 32 NEW RESEARCHERS
The Leukemia Society of America, Inc., has

awarded new grants to 32 medical scientists to

support their search for a cure for leukemia

and allied diseases of the blood-forming organs.

Addition of the latest grantees means the

Society is allocating $1,565,000 this year to a

total of 105 skilled investigators who are work-

ing at 62 institutions here and abroad, accord-

ing to Dr. Rose Ruth Ellison, Vice President for

Medical and Scientific Affairs for the national

voluntary health agency.

Ten researchers are recipients of the Society’s

most prestigious awards—$100,000 Scholarships

for five-year periods. Two-year Special Fellow-

ships and Fellowships of $31,000 and $25,000

respectively are going to 11 investigators in each

category. The funding became effective July 1,

1975.

PROGRAM FOR THE
PRIMARY CARE PHYSICIAN

The Children’s Hospital of Birmingham, Ala-

bama, announces a program for the primary care

physician. This is entitled Children’s Hospital

Day and will be held in the Children’s Hospital

auditorium at 1601 6th Avenue, South, Birming-

ham on October 2, 1975, beginning at 8:30 a.m.

The program will be given by the University of

Alabama faculty and by a visiting pediatric gas-

troenterologist, Dr. Frank Cozzetto, who will talk

on hepatitis and recurrent abdominal pain.

AAFP 1975 SCIENTIFIC ASSEMBLY
SET FOR OCT. 6-9 IN CHICAGO

A wider-than-ever choice of continuing edu-

cation courses will be offered to U. S. family

physicians at the American Academy of Family

Physicians’ Scientific Assembly scheduled Octo-

ber 6-9 at Chicago’s McCormick Place.

The 27th annual meeting held especially for

family doctors provides nine separate program
elements. Medical lectures, a long-time favorite

element, include presentations by 18 nationally-

known speakers on practical, up-to-date informa-

tion such as “Caring for a Family’s Inherited

Disease,” “Making Sense Out of Heart Murmur,”
and “Abdominal Pain in Children.”

Highlighting the medical lecture program will

be the lead-off speaker, Dr. Otis Bowen, gover-

nor of Indiana and an Academy member. Dr.

Bowen’s state passed landmark legislation to con-

trol malpractice premiums in the spring.

Continuing Education Courses, popular new
features of last year’s Assembly, this year will

include subjects such as interactional analysis, of-

fice gynecology, human sexuality, electrolyte

problems, and testing techniques for the Amer-
ican Board of Family Practice certification ex-

amination.

Spouses’ entertainment includes a luncheon
Tuesday, October 7, at the Chicago-Sheraton,

with psychologist, Dr. Joyce Brothers as guest
speaker. On Wednesday, October 8, a matinee
production at McCormick Place’s Drury Lane
Theatre is scheduled.

1

Sports Art
633 Toulouse Street, in the French Quarter

New Orleans, Louisiana 524-5031

Boat courtesy Duvic's Inc.
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Shuttle bus service will be available for the

convenience of participants in the Scientific Pro-

gram, All-Member Party, Fellowship Convoca-

tion/Inauguration, and the President’s Reception.

POSTGRADUATE COURSES SCHEDULED
FOR SMA’S 69th ANNUAL MEETING

N. C. Hightower Jr., MD, chairman of the

Southern Medical Association’s Committee on

Scientific Work, today announced a series of

19 postgraduate courses scheduled for the 69th

Annual Scientific Meeting of SMA to be held in

Miami Beach, Fla., November 16-19.

The postgraduate courses are an important part

of SMA’s Continuing Education Program, which

supports the organization’s exclusive purpose of

developing and fostering scientific medicine.

Courses to be featured at the Miami Beach

meeting will include: Basic Fetal Monitoring;

Children’s Orthopaedics; Gastroenterology; EKG;
Morphology or Peripheral Blood Smears and Bone

Marrow Sections; Diagnosis and Treatment of

Platelet Disorders; Prevention and Control of

Hospital-Associated Infections; Respiratory Ther-

apy; Hypospadias, Epispadias, Peyronie’s Disease,

and Other Conditions Causing Penile Curvatures;

Advanced Fetal Monitoring; New Developments

of Detection, Treatment, and Follow-Up of Gyne-

cologic Malignancies; Office Management of the

Infertile Couple; Hand Surgery (Part I)
;
Hand

AFTER

YOU LEASE A CAR,

IT'S TOO LATE TO LEARN
ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever-

growing list of accounts is ample testimony that our lease agreements
are ideally suited for the individual's needs. We offer the type of

service you expect and deserve.

Could we give you more information about automobile leasing?

NAME

ADDRESS

CITY STATE ZIP.

TELEPHONE

1535 POYDRAS • Across from Superdome
NEW & USED CAR SALES • 522-6611

Showroom open 8 a m - 9 p.m Mon -Fn and 8 to 6 Sat

Surgery (Part II); Pediatric Urology; Pediatric

Dermatology; Dermatology for Non-Dermatolo-

gists; Functional Cast Bracing; and Disorders of

Fluid, Electrolyte, and Acid-Base Balance.

All courses are approved for hour-to-hour

credit in the American Medical Association Phy-

sician’s Recognition Award, Category I. For

more information on SMA postgraduate courses

contact the Southern Medical Association, 2601

Highland Avenue South, Birmingham, Alabama
35205.

IMMUNIZATION ACTION MONTH
SCHEDULED FOR OCTOBER

As part of a continuing effort to reduce the

incidence of childhood diseases and eliminate the

threat of widespread epidemics, the U. S. Center

for Disease Control has designated October, 1975,

as “Immunization Action Month.” The goal of

the program is to increase the number of chil-

dren immunized against polio, measles, mumps,
rubella, diphtheria, tetanus and pertussis.

IAM 1975 is a continuation of efforts last

year and the year before to increase the im-

munization levels of preschoolers. Survey re-

sults indicate that thanks to IAM 1973 and 1974

the ten-year downward trend in immunization

levels among children ages one to four has been

reversed. In 1973 alone, half a million more
children were immunized against preventable dis-

ease than were immunized the previous year.

Unfortunately, despite these effective efforts

in 1973 and 1974 over five million preschoolers

are still unprotected. That is why several major
medical organizations have joined CDC in its

program to increase the immunity levels among
inadequately or unimmunized preschool children.

These include the American Academy of Pedi-

atrics, the American Medical Association, the

American Academy of Family Physicians, the

National Medical Association, the American Os-

teopathic Association, the American Nurses’ As-

sociation, and the National League for Nursing.

The American Academy of Pediatrics is co-

ordinating the activities of the major medical or-

ganizations in the 1975 IAM program and the

professional press relations program.

11th ANNUAL MEETING
ROCKY MOUNTAIN NEUROSURGICAL

SOCIETY
The 11th Annual Meeting of the Rocky Moun-

tain Neurosurgical Society, Inc. will be held

June 13-16, 1976 at the Desert Inn and Coun-

try Club, Las Vegas, Nevada.
For information contact:

Richard H. Moiel, MD, Secretary, 601 Medical

Towers, 1709 Dryden Street, Houston Texas

77025.
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APPEALS COURT SUSTAINS USDA
REGULATIONS ON IMPORTED BIRDS

The authority of the U. S. Department of

Agriculture (USDA) to detain imported birds

suspected of harboring a devastating poultry

disease has been sustained by the Federal Court

of Appeals in New Orleans, La., in a case in-

volving a Miami, Fla. bird dealer.

The decision overturned a previous Federal

District Court ruling that ordered the release of

cage birds owned by B. R. Slocum which had

been imported into his quarantine facility on

June 27, 1974. The birds were refused entry

by the USDA when the virus that causes exotic

Newcastle disease was isolated from samples sub-

mitted to USDA’s Veterinary Services Laboratory

at Ames, Iowa, during the 30-day quarantine

period.

USDA’s Animal and Plant Health Inspection

Service (APHIS) had ordered Mr. Slocum to re-

move the birds from the U. S. or have them

destroyed. He challenged the APHIS order in

court because he did not observe clinical signs

of the disease in the quarantine facility.

The birds remained in quarantine pending ac-

tion of the Appeals Court. The latest ruling

makes the APHIS order binding.

In its decision, the Appeals Court spoke of

the “serious, possible catastrophic effects of ad-

mitting VVND virus (exotic Newcastle disease)

to this country.” It said that the Department
and its expert consultants “have acted within

their powers” in refusing entry to the birds.

USDA regulations require that commercially

imported birds be quarantined for at least 30

days in a facility approved by APHIS. During
this time, APHIS veterinarians test the birds to

see if they are free of evidence of disease and
thereby eligible for entry into the U. S. If the

agent of exotic Newcastle disease is isolated,

USDA requires that the entire shipment either

be removed from the U. S. or otherwise disposed

of in an acceptable manner.

These bird import regulations were issued in

October 1973 to provide a safe means of bring-

ing in birds that otherwise might introduce de-

structive diseases, such as exotic Newcastle dis-

ease, into the United States.

All commercial imports of birds had been

banned between August 1972 and October 1973

because exotic birds had been implicated in the

disastrous exotic Newcastle disease outbreak in

poultry flocks in southern California in 1971-

1973. That outbreak cost about $56 million in

federal funds to eradicate, and required the de-

YOU CAN FLY TO NEW YORK AND BUY THIS CLOCK AT BLOOMINGDALE’S
FOR $120.00. OR, STAY IN YOUR CHAIR AND GET IT FOR $99.50.

The Photon is distinct and sharply modern in design . . . with
its simple base and perfectly clear, upright piece ot glass . . .

it doesn't even resemble a clock. No hands ... no dial. Plug
it in .. . and you have all the lascination of a space age magic
show! The numbers How into place, then seem to melt and
change on the minute!

msm

Not only will this sophisticated PHOTON electronic clock
by Ashley-Butler give you accurate digital time, it'll draw ap-
preciative and wondrous comments from all who see it! How
does it work? The PHOTON employs two of modern technology's
newest advances: integrated circuitry and Liquid Crystals.
While a single, shining oblong of clear glass reports the time,
a highly sophisticated integrated circuit powers a totally silent

and truly accurate movement. Only AV2 " tall and 7Vi)” wide
and 41/4 " deep . . . Available in woodgrain, leather or chrome
base, the PHOTON will be a distinctive and noticed addition
to your office or home . . . because this new Liquid Crystal
solid state electronic timepiece is more than a clock; it is a
breakthrough in timekeeping.

FREE 10-DAY TRIAL!

The PHOTON is truly something you have to see to believe
. . . and you can do exactly that, FREE, for 10 days. If, after

seeing it, you're not completely satisfied, return the PHOTON
to the manufacturer and your money will be refunded.

WARRANTY AND GUARANTEE
The PHOTON is guaranteed by the manufacturer to be free

of all defects and to perform as described for a period of two
years from the date of purchase. Should any problem develop,
the PHOTON should be returned to the manufacturer who will,

at his option, repair or replace the unit.

V

SAVE BY ORDERING THROUGH THE DIRECT APPROACH
Our business is putting people like you in as close touch as

possible with importers and manufacturers. We don’t stock the
merchandise; we don't maintain a fancy showroom or store . . .

just a simple, efficient office. Your order is shipped direct from
the manufacturer. All of that saves money. And we pass the
savings on to you. Order your PHOTON today . . . it’s the big-
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struction of nearly $12 million poultry before

the disease was eliminated.

QUESTION LINK BETWEEN GERMAN
MEASLES, MENTAL RETARDATION

Children born to mothers who contracted ru-

bella (German measles) during pregnancy may
not be mentally retarded as previously believed,

four University of Oregon Medical School re-

searchers have reported in the June 1975 issue of

Pediatrics.

The scientists based their conclusions on a

study of 92 such children (blind children were

excluded) born between 1964 and 1966. After

administering various tests, they discovered that

the mean IQ for the group was 99.46. Average

IQ in “normal” children is approximately 100.

In addition, they said that the distribution curve

was comparable to a sample of “normal” chil-

dren, with scores ranging from 63 to 153.

The researchers also measured the head cir-

cumference of the children in the study, since

“microcephaly,” or smaller than normal head

size, is also supposed to be a characteristic of

children born of rubella-infected mothers. They
concluded that such children “should more ap-

propriately be viewed as small children rather

than children with small heads.”

The authors said their study was prompted by
observations made while working in a multi-

disciplinary clinic dealing with children suffer-

ing from various sensory handicaps. “It was our

impression that although children with intra-

uterine rubella might appear functionally delayed

in motor, language, and adaptive skills, they

seemed to differ from children with develop-

mental delay due to other causes,” they said.

ANNUAL OTOLARYNGOLOGIC ASSEMBLY
November 8 through November 14, 1975

The Annual Otolaryngologic Assembly of 1975
will be held November 8 through November 14,

1975, in the Eye and Ear Infirmary of the Uni-

versity of Illinois Hospital. The Department of

Otolaryngology of the Abraham Lincoln School
of Medicine, University of Illinois at the Medical
Center, offers a condensed basic and clinical

program for practicing otolaryngologists under
the direction of Emanuel M. Skolnik, MD, with
Burton J. Soboroff, MD, as co-chairman. This
program is designed to bring to specialists cur-
rent information in medical and surgical oto-

rhinolaryngology.

Interested otolaryngologists should direct their

inquiries to the mailing address: OTOLARYN-
GOLOGY, P.O. Box 6998, Chicago, 111 60680.

>=ac=>

Pro-BanthTne®
brand of

propantheline bromide

Indications: Pro-BanthTne is effective as

adjunctive therapy in the treatment of peptic

ulcer. Dosage must be adjusted to the

individual.

Contraindications: Glaucoma, obstructive

disease of the gastrointestinal tract,

obstructive uropathy, intestinal atony, toxic

megacolon, hiatal hernia associated with

reflux esophagitis, or unstable cardiovascular

adjustment in acute hemorrhage.

Warnings: Patients with severe cardiac

disease should be given this medication

with caution. Fever and possibly heat stroke

may occur due to anhidrosis.

Overdosage may cause a curare-like action,

with loss of voluntary muscle control.

For such patients prompt and continuing

artificial respiration should be applied until

the drug effect has been exhausted.

Diarrhea in an ileostomy patient may indicate

obstruction, and this possibility should be con-

sidered before administering Pro-BanthTne.

Precautions: Since varying degrees of urinary

hesitancy may be evidenced by elderly males
with prostatic hypertrophy, such patients

should be advised to micturate at the time

of taking the medication.

Overdosage should be avoided in patients

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of

drying of salivary secretions may occur as

well as mydriasis and blurred vision. In

addition the following adverse reactions have
been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of the

sense of taste, nausea, vomiting, constipation,

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals and
two at bedtime. Subsequent adjustment to

the patient’s requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied as

tablets of 15 and 7.5 mg., as prolonged-
acting tablets of 30 mg. and, for parenteral

use, as serum-type vials of 30 mg.

Searle & Co.
San Juan, Puerto Rico 00936

Address medical inquiries to: G. D. Searle & Co.
Medical Department, Box 5110, Chicago, III. 60680 481
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Trichuriasis in Calcasieu Parish,

Southwest Louisiana

• A survey demonstrated an abundance of trichuriasis. The authors

investigated certain clinical, laboratory, and therapeutic aspects

of the disease.

A SURVEY of parasitosis in Calcasieu

Parish, Southwest Louisiana, demon-

strated an abundance of trichuriasis. Cer-

tain clinical, laboratory, and therapeutic

aspects of the disease are investigated.

During a period of 14 months from

December, 1972 until March, 1974, 1,078

children between the ages of 10 months

to 14 years had one to three routine stool

examinations at Calcasieu Parish, Lake

Charles Health Unit and EPSDT (Early

Periodic Screening Diagnostic and Treat-

ment) Clinic. Positive stools were ob-

tained in 178 or 16.5 percent of the total

number of children examined.

Table 1 shows the number and types of

parasites encountered.

Method

Faust’s zinc sulfate centrifugal floata-

tion technique was used for the stool ex-

From the Department of Pediatrics, Louisiana

State University Medical School, New Orleans,

and Lake Charles Charity Hospital.

Funds supported by Calcasieu Parish-Lake

Charles Health Unit.

Dr. Farhadian’s present address is: c/o Mr. A.

Farhadian, Iran Japan Petrochemical Co., P. O.

Box 724, Tehran, Iran.
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HOUSHANG FARHADIAN, MD
EVERETT A. SCHNEIDER, MD

New Orleans

TABLE I

Trichuris trichiura 127

Trichuris trichiura -f- Ascaris lumbricoides.. 27

Ascaris lumbricoides 15

Giardia lamblia 4

Trichuris trichiura + Giardia lamblia 2

Enterobius vermicularis 2

Hookworm 1

In this study, the emphasis was on trichuriasis.

amination. The severity of infection was
classified according to the egg count:

TABLE 2

1-10 eggs per cover slip rare

1-5 eggs per low powered field light

5-10 eggs per low powered field moderate

More than 10 eggs per low powered
field heavy

Clinical Manifestations

There was an obvious correlation be-

tween the egg count and clinical mani-

festations. In a total of 156 patients who

had Trichuris trichiura eggs in the stool,

111 had rare or light, 36 had moderate,

and 9 had heavy infection. Of the 111

children who had rare or light infection,

only 21 had a few mild symptoms like:

mild epigastric discomfort, abdominal dis-

tention, pallor, puffiness of the face and
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poor appetite. However, the patients who

had moderate and heavy infection in-

variably were suffering from one or sev-

eral other symptoms, including insomnia,

weight loss, diarrhea, bloody stools and

rectal prolapse.

Table 3 shows the number of patients

that suffered from each clinical symptom:

TABLE 3

Abdominal pain 45

Pallor 25

Insomnia 21

Diarrhea 18

Presence of worms in stool 18

Abdominal distention 17

Pruritus 12

Vomiting 8

Tenesmus 8

Nausea 6

Bloody stool 5

Rectal prolapse 4

Generally, the patients who had more
than one parasite had more complaints.

Laboratory Studies

CBCs were performed on 55 patients;

the rest of them would not submit to

having a blood specimen obtained. The
results are included in Table 4.

TABLE 4

Range Mean

Hgb 7.8 - 14.0 gm.% 12.05 gm.%
WBC 4600 - 15800 7443
Eosinophils 1 - 25% 7.86%

Each patient who had a high eosinophil

count had it repeated 10 days after ther-

apy with Mintezol. A serum glutamic

oxaloacetic transaminase (SGOT) was
also done to evaluate possible side ef-

fects of Mintezol on the liver (Table 5).

TABLE 5

Range Mean

Eosinophils

Before treatment 1 - 25% 7.86
After treatment 0 - 16% 4.84

SGOT 1 - 70 31

In 12 patients, SGOT was more than 40
units. Four out of five patients who re-

turned for repeat determinations within

one month had normal results (below 40

units)

.

Management

A total of 92 patients accepted treat-

ment. All received Mintezol (thiabenda-

zole) 10 mg/lb/dose twice a day for two

successive days. Ten days after the first

course of treatment, the stool was re-

examined for Trichuris trichiura. Pa-

tients were divided into three groups ac-

cording to the results and follow-up.

Group I:

Thirteen patients were treated only

once and had three negative stools after

therapy. In this group, all of the pa-

tients had only rare or light egg counts.

Group II:

Forty patients were treated only once

(the patients did not return for a recom-

mended second course) though the re-

examination of stool still showed the pres-

ence of the parasite. This group of pa-

tients had rare to heavy infection.

Group III:

Thirty-nine patients received two

courses of Mintezol therapy and all but

one still had the parasite on reexamina-

tion of the stool. In this group also, pa-

tients had rare to heavy infection.

In summary, of 92 patients treated with

Mintezol, only 13 (14 %) were cured.

Discussion and Conclusion

The results of our study differ some-

what from the one by Swartzwelder1 35

years ago. He found the disease predomi-

nantly in the white race, in females, and

between the ages of 6 to 15 years. In

this survey the infection was predomi-

nantly found in the black race (99%).

This is in some part due to the fact that

the majority (close to 90%) in individ-

uals who were seen in this clinic were

black, and because this disease is more

common in low socioeconomic groups. We
found a preponderance (55%) in males.

Although the age range was from 10

months to 14 years, and the mean age
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was 6 years, 77 percent were below 6

and only 23 percent above 6 years of age.

In respect to clinical manifestations,

the majority (70%) of children who had

positive stool analysis for trichuriasis had

no complaint. However, most of the pa-

tients who had moderate and heavy infec-

tion were suffering several symptoms, in-

cluding abdominal discomfort, pallor, puf-

finess of the face, diarrhea, poor appetite

and a few had bloody stools and rectal

prolapse.

The laboratory results show no abnor-

mality in the mean WBC and hemoglobin

concentration, but in severe cases a low

hemoglobin was noted. On the other hand,

differential white blood cell count shows
an elevation of eosinophils which appeared
to decrease moderately after therapy
with Mintezol.

An elevation of eosinophil count in tri-

churiasis was also observed in studies done

by Fernan-Nunez; 2 however, in a report

published by Otto no significant change

in the blood picture was noticed. 3

All of the patients in this study were

treated with Mintezol, because it was al-

most the only available, possibly effective,

oral anthelmintic. The results did not

prove to be encouraging as the drug was
effective in only 14 percent of treated

patients, including only those with rare

or light infection. Mintezol seems to be

a fairly safe anthelmintic, and no clinical

side effects were experienced by any of

our patients. However, there was some
elevation in SGOT which in most cases

came down to normal within a month or

so.

Different anthelmintics have been used

for the treatment of whipworm infesta-

tion. Hexylresorcinol, given as an enema,

is moderately effective but has limited

usefulness as a public health approach.

Stilbazium iodide has been tried for the

treatment of trichuriasis combined with

other parasites in children living in Ma-

laya. The results were fair, but not com-

pletely satisfactory.4 In recent years, in

Europe and Canada, pentavalent arseni-

cals (diphetarsone) have been used for

the treatment of adult infection. The re-

sults were satisfactory and a cure rate of

70 to 90 percent was reported. 5
’
6

Mebendazole vermox (Jansen R&D Bel-

gium) is the most recent anthelmintic in-

troduced for the treatment of trichuriasis.

Though early experiences are encourag-

ing, 7 this drug is not yet available for

use in the United States.

Summary
In summary, the following results were

obtained from this study:

1. Trichuriasis is the most common
parasitic disease in this part of the coun-

try, as in other tropical and temperate

areas.

2. Infections, characterized by rare

and light stool egg counts, are asympto-

matic in the majority of patients. How-
ever, when a heavy infection occurs, sym-

tomatic illness of a potentially dangerous

nature is produced.

3. Infection was predominantly seen

in young black children of low socioeco-

nomic status.

For the prevention of the disease, a

vast health education program would be

necessary. Possibly sterilization of in-

fected areas by diluted (1:1000) chloro-

picrin8 might be of value. Of more im-

mediate urgency is emphasis upon early

diagnosis and treatment in order to pre-

vent the heavy infection which is resis-

tant to therapy.
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Thalassemia Major and Non-Union of

Pathologic Fractures

• Pathologic fractures related to thalassemia major have been

reported in about 6 percent of cases in the literature (18 of 293).

Two of four patients diagnosed as having thalassemia major at our

institution had pathologic fractures and one of these, whose frac-

tures failed to unite, is reported.

RICHARD T. HERRICK, MD
GERALD L. DAVIS, MD

New Orleans

THALASSEMIA was first clearly sep-

arated by Cooley and Lee from the

complex disorders of infancy and child-

hood which had been known as Von
Jaksch’s anemia, pseudoleukemia in-

fantatum, or Jaksch-Hayem-Luzet ane-

mia. The disease is also known as

Cooley’s anemia, erythroblastic anemia,

Mediterranean disease, and hereditary

leptocytosis.

The literature does not agree regard-

ing the incidence of pathologic fractures

related to thalassemia. In 293 patients,

we found in the literature, 18 fractures

were mentioned (6%). Of four patients

with a diagnosis of thalassemia major
at the Ochsner Medical Center, two had
no fractures, one had a fracture of the

distal tibia which healed completely

without incident within about three

months, and the fourth patient is the

one reported here who had several

pathologic fractures which failed to

unite. Instances of fracture of almost

every bone in the body are mentioned 1-7

in the literature (Table 1) but all even-

tually united, whether pathologic 1
’ 4> 6i

8-10 or traumatic, 1
’ 5> 8

’
11 The phenome-

non of pathologic fractures which fail

to unite in a patient with thalassemia

major is previously unreported.

From the Department of Orthopedic Surgery,

Alton Ochsner Medical Foundation and Ochsner
Clinic, New Orleans.

Reprint requests to Dr. Davis, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

Bibliography will be furnished on request.
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Case Report

An 18-year-old male patient of Greek parent-

age, with no siblings, came to the Ochsner Foun-

dation Hospital on October 21, 1968, for evalua-

tion of previously diagnosed thalassemia major

and possible treatment of hemosiderosis secon-

dary to more than 100 transfusions.

The patient was thin and icteric with Mon-
goloid facies, in no acute distress, oriented, alert,

and cooperative. His height was 156 cm and

weight 50 kg. A prominent basilar systolic mur-
mur without radiation could be heard and there

was obvious cardiomegaly. The lungs were clear

and respirations normal. The liver was markedly

enlarged with dullness to percussion extending

to 20 cm below the lower edge of the ribs.

Roentgenograms of the skull (Fig 1) revealed

the classical changes of thalassemia major with

a tremendous increase in the marrow cavity, the

inner and outer tables being greater than 2 cm
apart. A cholecystogram revealed several cal-

cium-ringed stones less than 1 cm in diameter.

He was transfused with one unit of dextran-

Fig 1. Roentgenogram of the skull revealing

the classical changes of thalassemia major with

a tremendous increase in the marrow cavity.
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washed red blood cells, and four days after ad-

mission underwent a cholecystectomy, liver bi-

opsy, and mesenteric node biopsy. The patho-

logic studies showed marked hemosiderosis but

he recovered uneventfully.

On December 10, 1968, the murmur was much

less pronounced, and the patient had had no re-

currence of abdominal or chest pain. He had

been scuba diving and generally active while

attending junior college.

On May 1, 1971, the patient returned to Ochs-

ner Clinic with a chief complaint of painful

legs. He had developed pain in both feet (Fig 2)

approximately three months earlier after he had

been riding a ten-speed bicycle regularly. The

pain radiated up to the knees and increased

in intensity with walking. There was no pain

at rest but it was initiated with any active mo-

tion of the lower extremity. An x-ray film

(Fig 2) revealed a non-displaced fracture of

the left proximal tibia. The left leg was then

placed in a cylinder cast, and the patient was

instructed to use protective crutch weight bear-

ing for six weeks, at which time a moderate

amount of callus was noted but since the limb

was still painful, he was kept on protective

crutch weight bearing for another several months.

Fig 2. Roentgenogram revealing a non-dis-

placed fracture of the left proximal tibia.

On January 21, 1972, the fracture appeared

to be completely healed, clinically and roent-

genographically, and the patient was continued

on a regimen of protective weight bearing with

a cane or crutches because of the severe cortical

thinning (Fig 3).

Fig 3. Roentgenogram shows complete heal-

ing of fracture but severe cortical thinning.

In September 1972, he sustained without trau-

ma non-displaced fractures of the mid-shaft

of the left radius and ulna, treated by casting

(Fig 4). By January 8, 1973, there was no
clinical evidence of healing of the forearm
fractures. The left tibia appeared to be

healed with no change in position from the

September, 1972 films. There was also found
a non-displaced fracture of the supracondylar

area of the right femur and therefore he was

admitted to the hospital (Fig 5 A&B). The skin

had a generalized slate grey melanotic pigmen-

tation, more pronounced on the face, arms, legs,

and extensor surfaces of the hands. There was
frontal bossing and the maxilla projected an-

teriorly producing an overbite. There was also
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Fig 4. Roentgenogram showing non-displaced

fractures of the mid-shaft of the left radius and

ulna.

some scleral icterus. The lungs were clear but

there was a grade III/VI mid to late systolic

ejection murmur over the pulmonic area. The
liver was palpated 10 cm below the right costal

margin and there were three spider angiomata

over the chest area.

Roentgenograms revealed a generalized os-

teoporosis, diminished cortical thickness, and lack

of tubulation of both distal femurs. A cylinder

cast was applied to the right leg and a long

arm cast was continued on the left forearm.

He was transfused with packed red blood cells

for anemia, and quickly improved subjectively.

Over a five-day period, 1500 mg of deferoxamine
mesylate (Desferal®) were given IV and an-

other 1300 mg IM without incident. The pa-

tient was discharged in a wheelchair to be given

deferoxamine (500 mg IM qd) at home by his

mother.

By March 1973, there was no evidence of

fracture healing. Because lightweight immobi-

lization was needed for walking, the patient was

readmitted to the hospital for insertion of intra-

medullary Rush rods to the left radius and ulna

September, 1975—Vol. 127, No. 9

(Fig 6). A short arm Orthoplast splint with
Velcro straps and a right long leg Orthoplast

splint with Velcro straps were fitted.

Roentgenograms on May 16, 1973 revealed

early evidence of healing of the radial and ul-

nar fractures but not of the femoral fracture.

The patient died on May 21, 1973 of massive

upper gastrointestinal bleeding.

Discussion

The thalassemias result from im-

paired production of adult hemoglobin
(hemoglobin A), and beta-thalassemia;

the most common form, is caused spe-

cifically by deficient synthesis of beta-

polypeptide chains. 1213 This reduced
production may be associated with per-

sistence of fetal hemoglobin synthesis

into adult life, changes in the level of

the normal minor (hemoglobin A 2 ) com-
ponents, or the presence of small

amounts of abnormal hemoglobin vari-

ants. 13 Thus, just as the adult hemo-
globin variants result from amino acid

substitutions in either alpha or beta

chains of hemoglobin, two types of

thalassemias can result from electro-

phoretically “silent” substitutions in

either peptide chain. There are, there-

fore, two main types of thalassemias,

one due to mutation of the genetic locus

controlling alpha chain synthesis, alpha-

thalassemia, the other at the beta chain

locus, beta-thalassemia. 13 These syn-

dromes may result from the failure of

activation of the alpha or beta loci

rather than from a structural change
in the amino acid sequence.

A patient homozygous for an inher-

ited defect in beta chain synthesis will

synthesize a relatively small number of

beta., sub-units, as compared with al-

pha^ delta,, and potentially, gamma 2

sub-units. Thus, the resulting hemoglo-

bin pattern will be characterized by

small amounts of hemoglobin A (alpha 2 ,

delta 2 ) and an increased level of hemo-

globin A 2 (alpha,, delta,) (Table 2).

The overall defect in hemoglobin

synthesis is compensated in part by pro-

duction of fetal hemoglobin, hemoglo-
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bin F (alpha 2 ,
gamma,), and thus an

inherited defect in beta chain synthesis

explains the finding of increased levels

of hemoglobin F and A 2 in many per-

sons with thalassemia major and minor.

The former is the homozygous and the

latter, the heterozygous form of the dis-

ease, both of which have a variable but

definite increase in hemoglobin F levels.

The parents of patients with this disor-

der both usually have increased levels

of hemoglobin A 2 .

The existence of alpha thalassemias

has been much more difficult to prove,

and these atypical conditions should

probably be designated as one of the

many “thalassemia-like syndromes.” In

homozygous alpha-thalassemia, death

inevitably occurs in utero. Homozygous
beta-thalassemia, the classical form of

thalassemia, is usually fatal in the first

year of life .

14

Three clinical grades of thalassemia

major have been described :

13 a severe

fulminating course in infancy; a chronic

form lasting throughout childhood
; and

a mild form surviving into adult life.

Some patients with homozygous thal-

assemia develop normally
,

3 and their

disease causes them little disability, al-

though their hemoglobin pattern is in

no way different from that found in

Fig 5A & B. Non-displaced fracture of the supracondylar area of the right femur revealed
on roentgenogram.
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Fig 6. Roentgenogram showing intramedul-

lary Rush rods which were inserted to the left

radius and ulna.

the severely affected cases, and both

parents have increased hemoglobin A 2

levels.

Thalassemia major is usually recog-

nized during the first year of life. Af-

fected infants fail to thrive or to gain

weight normally and become progres-

sively anemic. Bone pain and recurrent

bouts of fever occur from an early age,

and as the infants grow, the various

stigmata of the disease develop .
3 * 13

There are usually retardation of growth
,

2

premature fusion of the epiphyses ,

3 *
5

marked pallor and/or jaundice
,

3 patchy

skin pigmentation
,

11 often chronic leg

ulcers, abdominal distention secondary

to hepatosplenomegaly, prominent zy-

gomata
,

15 concave nose with sunken

bridge
,

9 and underdeveloped maxilla

which may lead to overbite on the man-
dible and ectopia of the teeth, especially

the frontal central incisors .,

2 There is

September, 1975—Vol. 127, No. 9

TABLE i

SPECIFIC PATHOLOGIC FRACTURES
LITERATURE

IN THE

Bones

Fractured Number

Radius 4

Ulna 2

Humerus 1

Femur 4 & "several"

Tibia 1

Fibula 1

Metacarpal 2

Metatarsal 1

Ribs 1 & "several"

Vertebrae 1 & "several"

dilatation of the diploic spaces2 and the

subperiosteal bones grow in a series of

radiating striations
,

3 giving a typical

“hair on end” appearance. There is

cortical thinning of the long bones 1

and hands with porous rarefaction .

13
*
15

There are also irregular trabeculations,

increased porosity in the bones of the

pelvis
,

3 the vertebrae
,

1 the ribs (with a

“rib-within-rib” pattern ),
1 the clavicles,

and the scapulae .

8 9 The marrow exhib-

its an almost complete absence of fat

cells and gives the general impression

of a rapid overgrowth of cells, mostly

erythrogenic, practically identical to

that in pernicious anemia during the

stage of relapse .

8

Pathologic fractures and those result-

ing from mild trauma probably result

from the weakening of the structural

force of the bones by the cortical thin-

ning resulting from the increased hema-
topoietic activity of the marrow78 * 14 in

response to the anemia. The anemia

results apparently from an increased

destruction of the defective red blood

cells within the marrow itself and within

the spleen .

13 However, this destruction

continues to take place, especially in

the liver, after the spleen is removed .

14
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TABLE 2

NORMAL AND THALASSEMIA GENOTYPES

Globin chain aA aA yF yF SA2 §
A
2 /3

A
/3
a

Dimer + tetrad <zA2 y
F 2 aA2 §2

A2 aA2 /3
a2

Type hemoglobin F A
2

A

Normal <1% 2-3% 96-97%

Homozygous
ft
Thalassemia

High A2 variant
(Thalassemia major)

30-90% 1-4% 5-55%

High F variant
(5% thalassemia inter-
media) 100% 0 0

High A2/high F variant
(95% thalassemia inter-
media) 95-99% 1-3% <1%

Heterozygous thalassemia
(Thalassemia minor)

High A2 variant 1% 3-7% 92-96%

High F variant
(5-/3 thalassemia) 4-35% 2-3% 65-95%

High A
2 - F variant 5-14% 5-7% 79-90%

During adolescence the bone lesions

in the ribs begin to regress9
’
12-15 where-

as those in the trunk and occasionally

the long bones of the extremities persist

and may worsen because of the physio-

logic changes in the marrow of the

skeleton occurring with advancing age.

The various complications of therapy

apparently more closely related to the

severity of his anemia and therefore to

the oxygen-carrying status of his blood, 16

rather than to the extent of the hemo-

siderosis. Various iron chelating agents

are being used in an effort to counter-

act the hemosiderosis, 17 but as yet their

actual worth in this disease has to be

become manifest during the second

decade .

13 Hematinics are not only of

no help, but are actually contraindi-

cated. Transfusions, therefore, are the

only method of treatment. After they

have been used for some time, trans-

fusions affect the patient adversely,

producing hemosiderosis, which in itself

is ultimately fatal .

12 The age at which
a patient so afflicted dies, however, is

conclusively proved.

The level of fetal hemoglobin and the

clinical severity of the disease do not

appear to be definitely related .

13 Fur-

thermore, the level of fetal hemoglobin

does not appear to be altered by sple-

nectomy. The level of hemoglobin A 2 is

not apparently related to the severity

of the anemia, nor is it related to the

level of hemoglobin F, and the synthesis

346
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of hemoglobin A 2 is probably only rela-

tively more efficient than hemoglobin A,

the absolute amount made not being

increased in many cases .

13

Other problems related to thalasse-

mia are gallstones
,

1 diabetes mellitus,

recurrent epistaxis
,

12 arrhythmias and
heart block, and rarely, spinal cord

compression due to massive extramedul-

lary hematopoiesis .

13

JimConner is our
resident specialiston

He may be reached at

5291371, extension 331

TheTrust Division

FIRST NATIONAL BANK OF COMMERCE
New Orleans
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Familial Hypertension

• The authors present an interesting review of familial hypertension.

They indicate that there are a number of familial diseases which

can cause blood pressure elevation and several of these conditions

are remediable, such as familial pheochromocytoma, familial hyper-

parathyroidism and gout.

THE practicing physician sees a sub-

stantial number of patients each

year who have hypertension. Many of

these have a family history positive for

hypertensive disease, and this informa-

tion can be of considerable practical

significance. The most common type of

familial hypertension is essential hyper-

tension, but there are a number of less

common types which are important for

several reasons. First, some of them, for

example familial pheochromocytoma,
represent potentially curable causes of

hypertension. Second, recognition of the

familial nature of these hypertensive

diseases leads to diagnostic screening

of the affected families and facilitates

early detection and treatment. Lastly,

the familial forms of certain hyperten-

sive diseases differ somewhat from the

non-familial forms and require a differ-

ent therapeutic approach. Table 1 sum-
marizes some of the major features of

the familial causes of hypertension.

Essential Hypertension

The pattern of genetic transmission

of essential hypertension appears to be

that of a dominant gene or genes, since

essential hypertension virtually never

“skips” a generation. However, it is not

clear whether the disease is transmitted

From the Department of Internal Medicine

Section on Endocrinology, Ochsner Medical Cen-

ter, New Orleans 70121 and the Department of

Medicine (Division of Endocrinology and Metab-

olism), Albany Medical College, Albany, New
York 12208.

LAWRENCE BLONDE, MD
JAMES L. BERNENE, MD

A. DAVID GOODMAN, MD
New Orleans, La. and Albany, N. Y.

by a single dominant gene with incom-

plete penetrance or whether several

genes are involved. 1 Certainly in those

individuals with a strong family history

of essential hypertension, close surveil-

lance for the development of hyperten-

sion is indicated, and appropriate early

therapy may well change the course of

the disease.

Familial Pheochromocytoma

Pheochromocytoma is a tumor of the

adrenal medulla, usually benign, which
causes hypertension by virtue of the

secretion of large amounts of the pres-

sor hormones, norepinephrine and epi-

nephrine. About 6 percent of pheo-

chromocytomas are familial, with the

inheritance pattern being that of a dom-

inant autosomal gene with high pene-

trance. 2 In a sizeable portion of familial

cases there is an associated medullary

thyroid carcinoma and, less commonly,

hyperparathyroidism (multiple endo-

crine neoplasia, Type 2). 2

Many patients with either familial

or non-familial pheochromocytoma have

episodic attacks of severe hypertension,

excruciating headache, sweating, ner-

vousness and tachycardia lasting min-

utes to hours (pheochromocytoma par-

oxysm), and such attacks should arouse

suspicion of the disease. Some patients

with pheochromocytoma, particularly

those with associated medullary thyroid

carcinoma, may be normotensive be-

tween paroxysms; others have sustained

September, 1975—Vol. 127, No. 9 349



FAMILIAL HYPERTENSION—BLONDE, ET AL

TABLE I

FAMILIAL CAUSES OF HYPERTENSION

Disease

Common Clinical

Manifestations

Laboratory

Findings

Treatment of

Basic Disease Inheritance

Familial pheochro-

mocytoma.

Paroxysms of

hypertension with

associated severe

headache, nervous-

ness and diapho-

resis.

Increased urinary

excretion of VMA*
catecholamines and

metanephrine.

Operative resection

of adrenal tumor.

Autosomal
dominant.

Familial hyperpara-

thyroidism.

Nephrolithiasis,

fatigue, depression

and polyuria.

Hypercalcemia,

hypophosphatemia

and hypercalciuria,

radiopaque urinary

calculi.

Operative resection

of enlarged para-

thyroid gland(s).

Autosomal
dominant.

Adrenogenital syn-

drome
(11-hydroxylase

deficiency).

Precocious mascu-

linization in infancy

and childhood.

Increased urinary

excretion of

17-ketosteroids and

1 7-hydroxysteroids.

Administration of

glucocorticoid.

Autosomal
recessive.

Polycystic kidney

disease.

Lumbar pain,hema-

turia and palpably

enlarged kidneys.

Azotemia in later

stages and charac-

teristically abnor-

mal intravenous

pyelogram.

None. Autosomal
dominant.

Alport’s syndrome. Nerve deafness and

cataracts.

Abnormal urinary

sediment, and
azotemia in later

stages.

None. Autosomal

dominant.

Gout. Arthritis and
nephrolithiasis.

Hyperuricemia and
radiolucent renal

calculi.

Allopurinol. Polygenic.

Liddle’s syndrome. Hypertension. Hypokalemia,aldos-

terone excretion

subnormal.

Low sodium diet

and triamterene.

Autosomal
dominant.

* VMA= vanillylmandelic acid.

hypertension with or without parox-

ysmal signs or symptoms.

The diagnosis is made by demonstrate

ing elevated 24-hour urinary excre-

tion of catecholamines, vanillylmandel-

lic acid (VMA) or metanephrines.
Treatment consists of resection of the

tumor, but only after very careful pre-

operative therapy with adrenergic block-

ing agents. 3

Although pheochromocytomas are bi-

lateral in only 5 percent of cases, they
occur bilaterally in half of familial

cases, and the familial tumors tend to

be multicentric within the adrenal
gland. Exploration of both adrenal
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glands is indicated in familial cases, and
total bilateral adrenalectomy may be

necessary.

Familial Hyperparathyroidism

Hyperparathyroidism may result in

hypertension, presumably due either to

the nephropathy produced by long-

standing hypercalcemia, or to the hy-

percalcemia itself. In the majority of

cases (80-85%) hyperparathyroidism is

nonfamilial and the result of a solitary

parathyroid adenoma. However, a fa-

milial form of the disease, caused usual-

ly by chief cell hyperplasia of the

parathyroid glands, is being recognized

J. Louisiana State M. Soc.
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with increasing frequency. 4 In many
instances of familial hyperparathyroid-

ism the parathyroid disease is only one

aspect of multiple endocrine neoplasia

(MEN)—either MEN-Type I, a disease

of the pituitary, pancreas and parathy-

roids, or MEN-Type II, characterized by

the association of pheochromocytoma,
medullary thyroid carcinoma and para-

thyroid tumors, 2 Familial hyperpara-

thyroidism per se, and both types of

familial MEN are inherited as autosomal

dominant traits.

The clinical picture of familial hyper-

parathyroidism does not differ signifi-

cantly from the non-familial form, with

kidney stones, fatigue and depression

being common symptoms. The disease

is diagnosed primarily by finding hyper-

calcemia, and excluding causes of hy-

percalcemia other than hyperparathy-

roidism such as metastatic bone disease.

The serum calcium may be elevated only

slightly in hyperparathyroidism; 5 the

serum phosphate is low, in about half

of affected patients, and infrequently,

there is evidence of sub-periosteal bone
resorption.

Adrenogenital Syndrome

A rare form of familial hypertension

is that caused by congenital adrenal

virilizing hyperplasia due to a defici-

ency of the 11-hydroxylating enzyme in

the adrenal cortex. 6 As a consequence

of this enzyme defect, there is a ten-

dency to decreased production of cor-

tisol, and a consequent compensatory

increase in pituitary ACTH secretion.

The increase in ACTH causes increased

adrenal production of desoxycorticoste-

rone, a potent mineralocorticoid hor-

mone, with resultant hypertension. A
second consequence of the increased

ACTH is overproduction of adrenal an-

drogen, which leads to masculinization

of the genitalia of the affected female

infant in utero, and to generalized mas-

culinization of both sexes in early child-

hood. Urinary 17-ketosteroids are in-

September, 1975—Vol. 127, No. 9

creased, and, as a consequence of an
increase in the production of compound
S, urinary 17-hydroxycorticoid excretion

is also elevated. Administration of glu-

cocorticoid suppresses the excessive

ACTH production, thereby decreasing

production of both desoxycorticosterone

and adrenal androgen, and corrects the

hypertension. This disease, inherited as

an autosomal recessive, is usually con-

genital but rarely can become manifest

for the first time in early adulthood.

Polycystic Kidney Disease

Polycystic kidney disease, which may
be associated with polycystic disease of

the liver, is another familial cause of

hypertension. A rare form of the dis-

ease due to an autosomal recessive trait

causes death in infancy from renal fail-

ure. In the more common form, inher-

ited as an autosomal dominant trait

with high penetrance, symptoms do not

develop until adulthood. 7 As the renal

cysts enlarge they compress and destroy

adjacent renal tissue, giving rise slowly

to a form of renal hypertension and

ultimately to renal failure and death.

The symptoms of polycystic renal dis-

ease include lumbar pain, which may
be due to destruction of the cysts sec-

ondary to hemorrhage, to pyonephrosis

or to obstruction. There may be epi-

sodes of gross hematuria. Marked en-

largement of the kidneys is often evi-

dent on abdominal palpation, and the

diagnosis can usually be made defini-

tively by an intravenous pyelogram.

Hypertension is present in about 75

percent of patients and may vary from
labile hypertension to an accelerated

form. In the milder forms it responds

very well to anti-hypertensive therapy

and does not seem to affect the overall

prognosis.

Familial Hereditary Nephropathies

Familial hereditary nephropathy or

Alport’s syndrome is another familial

renal disease which may be associated

with hypertension. 8 It is a glomerulo-
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nephritis of unknown etiology with a

variable interstitial component. Affected

individuals develop an abnormal urinary

sediment in their youth. Men have a

rapid progression of renal disease, with

death usually occurring before the start

of the fourth decade. However, the dis-

ease is milder in women, many of whom
achieve normal longevity. Nerve deaf-

ness as well as cataracts and other

abnormalities of the ocular lens may
occur in combination with the renal dis-

ease. Current evidence suggests that the

disorder is inherited as an autosomal

dominant gene with nonrandom segre-

gation of the x chromosome.

A number of less common familial

renal disorders with associated hyper-

tension have been described. The nail-

patella syndrome is an autosomal domi-

nant condition characterized by numer-

ous bony abnormalities as well as

chronic renal disease and, at times,

hypertension. Fabry’s disease or angio-

keratoma corporis diffusum is a familial

disease inherited as an x-linked reces-

sive, in which renal failure and hyper-

tension appear in association with nu-

merous angiokeratotic skin lesions and
with occurrence of doubly refractile

fatty material and foam cells through-

out the body. 9

Gout

Approximately 20 percent of patients

with gout, which is inherited as a poly-

genic trait, form uric acid kidney

stones10 and these can lead to renal

damage and secondary hypertension.

The stone formation can be stopped by
administration of allopurinol, which de-

creases uric acid production. Interstitial

nephritis secondary to urate deposition

also appears to be a cause of renal dam-
age and hypertension in gout.

Liddle’s Syndrome

Liddle, et al,
11 have described a fa-

milial syndrome which is characterized

by hypertension, hypokalemic alkalosis

and renal potassium wasting, and thus

superficially resembles primary hyper-

aldosteronism. However, aldosterone

secretion in this syndrome is subnor-

mal. The basic abnormality seems to

be excessive sodium reabsorption as well

as potassium secretion in the distal renal

tubule. Presumably both the hypokale-

mia and the extracellular fluid expan-

sion which results from enhanced reten-

tion of sodium, contribute to the sup-

pression of aldosterone production. Re-

striction of dietary sodium, and admin-

istration of triamterene, a diuretic which
acts directly on the distal nephron to

decrease sodium reabsorption and potas-

sium secretion, correct the hypokalemic
alkalosis and ameliorate the hyperten-

sion.

Summary
There are a number of familial dis-

eases other than essential hypertension

which can cause blood pressure eleva-

tion, and several of these conditions are

remediable, such as familial pheochro-

mocytoma, familial hyperparathyroid-

ism and gout. The physician should be

particularly alert to the possibility of

these disorders in hypertensive patients

with a family history of hypertension.
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Cystic Hygroma of Mediastinum

TUMORS arising in the anterior medi-

astinum are most commonly thought

of as starting with the letter “t”—tera-

toma, thyroid or thymus .

1 In the case of

an anterior mediastinal tumor in a child,

however, the possibility of the tumor
being a cystic hygroma deserves strong

consideration. This is particularly true if

the tumor, as visualized in radiographs of

the chest, appears to extend up into the

base of the neck. The possibility is even

stronger if there is an associated soft

swelling or suprasternal fullness of the

neck.

Case Report

A 5-year-old boy from South Louisiana had a

rather sudden onset of choking sensation and
difficulty in swallowing. His mother noticed also

some swelling in the area of the suprasternal

notch. His local physician obtained a chest radio-

graph. which showed a mass in the superior

mediastinum. He was referred to the Ochsner
Foundation Hospital.

On admission the cervical mass was soft, non-

tender, and had discrete borders. There was no
bruit. Roentgenograms showed an anterior or

superior mediastinal mass in which there was no
calcification (Figs 1, 2). Laboratory examina-
tions were normal except for a sedimentation

rate of 60 mm/hr. The preoperative surgical

impression was that this was a cystic hygroma
although the child was older than most who
have had that type of tumor. Thyroid scan with

technetium indicated the mass was avascular and
a separate distinct thyroid gland was visualized.

On October 3, 1972, a large benign cystic

hygroma was surgically removed. It weighed 26

grams and was 7.5 x 3.5 x 3 cm. The tumor
contained irregular cystic spaces which measured
up to 2.5 cm. It had to be surgically dissected

from the left carotid artery and superior vena
cava. Postoperative recovery was prompt and

From the Departments of Radiology* and Sur-

geryf Ochsner Medical Center, 1514 Jefferson

Highway, New Orleans, La. 70121.

Fig 1. Chest radiograph in PA projection

shows a superior mediastinal tumor.

Fig 2. Lateral radiograph indicates the tumor

is anterior superior in location.
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free of complications. The child has remained

well and radiographs have appeared normal

(Fig 3).

Fig 3. Normal appearance of chest radio-

graph after removal of cystic hygroma.

Discussion

A recent review by Pokorny and Sher-

man2 indicates that mediastinal tumors in

children are not rare and have an almost

equal chance of being benign or malignant.

Removal is usually possible. Of their

patients, 17 percent had an anterior medi-

astinal tumor. The five cystic hygromas

were placed in a separate category be-

cause all of them involved the middle as

well as anterior mediastinum. Cystic hy-

gromas were described as congenital mal-

formations that result from the failure of

the primary lymphatic sacs to establish

drainage into the venous system. They
are all benign, but may be dangerous be-

cause of compression of the respiratory

airway. Surgical excision is a formi-

dable task that should not be under-

taken lightly. 3
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edical Grand Rounds
from

Touro Infirmary

Adult Myxedema

Dr. Sang Kee Pahk: (a) Our patient is

Mrs. U., a 49-year-old deaf postmeno-

pausal white divorcee (the daughter of

a diabetic mother) who has suffered

from constipation since childhood and
now complains of orthopnea, abdominal
distention and polydipsia. Twenty-five

years ago, after the third of her three

full-time deliveries, menorrhagia and
ease of fatigability led to performance
of a basal metabolic rate (BMR) deter-

mination. It was minus 21 percent, an
indication of hypometabolism

;
so she

was treated with thyroid extract.

Eight years ago, a vein stripping

operation was performed because of

Intern, Touro Infirmary.
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endometriosis. Four years ago, her

blood pressure went up to 176/107, and

antihypertensives were administered.

Three years ago, she exhibited mental

confusion and was hallucinating. A
psychiatrist diagnosed schizophrenia

and administered electrical sleep ther-

apy. At that hospital admission, Mrs.

U.’s blood pressure was 180/96, and
she had marked albuminuria with mini-

mal elevation of the fasting blood glu-

cose level. Her thyroid medication was
continued. Later that year, polydipsia,

slowness of motor activities and hyper-

glycemia were noted
;
so the treatment

plan was broadened to include antihy-

pertensives, hypoglycemics and thyroid

substance. Two months ago, she visited
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her physician with complaints of bloat-

ing, leg pains, dyspnea and weight gain.

He was impressed by her inappropriate

behavior and referred her to the Touro

Infirmary Mental Health Center where

she was enrolled in a Day Care Pro-

gram. From there she was advised to

seek hospital admission.

On admission to this hospital, we ob-

served edema of the face, roughness of

the skin, flame hemorrhages and exu-

dates by funduscopy, dryness of her

brittle hair, neck vein distention when
she reclined at a 45 degree angle, car-

diac enlargement with third and fourth

heart sounds, and rales over both lung

bases. The abdomen was distended, and

the legs were swollen, pitting on pres-

sure. We detected 4+ albuminuria

while the blood chloride level was only

75 mEq/L and the sodium level 11

mEq/L. The T4 test was 3.8 mcgm, and

the SGOT 950.

Dr. Robert Parkman: (b) A chest x-ray

film exposed two years ago looks fairly

normal, but a current admission chest

film shows gross enlargement of the

cardiac silhouette with increase in the

vascular markings and the suggestion

of a small pericardial effusion.

Dr. Pahk: Echocardiogram showed a

slight pleural effusion while the electro-

cardiogram was compatible with left

bundle branch block and enlarged

heart.

The diagnosis was hypothyroidism
with myxedema heart, diabetes and
high blood pressure.

Two days later, she had a convulsion

and struck her head, incurring a hema-
toma of the scalp over the right postero-

temporal region without focal neurolog-

ical deficit. An arterial blood gas
showed pH 7.29 with base excess minus
13. At the time, blood sugar was 339,
and potassium was 3.4. We treated her
with Lasix, Lanoxin, Aldactone, Diabi-

nese and Synthroid. At the present time

< b > Resident, Radiology Department, Touro In-

firmary.

she has no edema of the face, no rales

in the lungs, no ascites and no edema
of the legs. She still has slowness of

the Achilles tendon reflex. The fasting

blood sugar shows 170. Chloride is 90

and sodium is 125 ; but the T4 has come
up to 9.8.

Dr. Sydney Jacobs: (c) Would you like

to present her to us now ?

(Mrs. U. enters the room.)

Dr. Ronald Radzikowski: (d) Mrs. U. is

very hard of hearing, but she can read

lips very well. What was the main
thing that brought you to the hospital

Mrs. U. ?

Mrs. U.: (e)
I came here to the 9th

floor because I’m under a psychiatrist’s

care and he recommended that I come.

I came here this day and Miss L. who
is in charge of the program said to me,

“Your face is terribly swollen; you look

terrible”. James (the orderly) said, “I

think the best thing for us to do is to

call your doctor.” James knew I had
diabetes. So we called Doctor H., and
he told me to come over right away. So

I went over there right away and I

went to sleep. They put me to bed over

there until Dr. H. was able to see me.

Am I talking loud enough?
Dr. Jacobs: You’re talking loud

—

yes. You’re talking all right.

Mrs. U.: Dr. H. came in, and said

“Go home”. So I called my sister and
she came and got me. I went to bed

because I couldn’t walk, I mean—I was
just out of breath. I had a hard time

breathing. The next morning, my sister

got up to go to work and I was in bed.

I got up and I smoked. She said, “You
look terrible, so I’m going to call the

doctor”. And he said, “Bring her to

the Emergency Room”. So that’s how
I got here. After I got to the Emergency

< c >Chief, Department of Medicine, Touro In-

firmary; Clinical professor of medicine, Tulane

University School of Medicine.
< d) Resident, Department of Medicine, Touro

Infirmary.

Patient.
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Room, Dr. H. gave me a shot. When I

was in Dr. H.’s office I weighed 180

pounds; then he gave me a shot and I

now weigh 136.

Dr. Radzikowski: What about your

skin that you complained of?

Mrs. U. I’ve always had dry skin but

not to the point where it’s peeling. Now
I thought maybe it was—oh well I have
thyroid trouble. I’ve been on thyroid

since my last child. My youngest child

is 27 years old
;
so I’ve been taking thy-

roid, a little pill, since I was 27 years

old.

Dr. Radzikowski: How long have you
been hard of hearing?

Mrs. U.: I’d say about five years,

since my hysterectomy; but its heredi-

tary. My mother is hard of hearing.

Dr. Radzikowski: Did you hear bet-

ter, two or three years ago than you do
now ?

Mrs. U.: It’s gotten worse. I was
holding a job at a school for 15 years.

The principal said to me when the mike
was on, “What’s the matter, you’re

deaf?” At the time I became very de-

pressed. I had lost my mother, my sis-

ter and my father within five years. I

became very depressed, and Dr. W.
couldn’t take care of me. I would go to

a psychiatrist. He gave five shock treat-

ments
;
and they’re no fun. I was awake

during the last two
; but they did help

me very much. After that, he suggested
that I join this program.

Dr. Jacobs: Well, thank you very

much Mrs. U. It was nice of you to

come up here and to help us.

(Mrs. U. exits.)

Dr. Pahk: Her body weight on ad-

mission was 165; now it is 140.

Dr. Jacobs: Miss Remy, you inter-

viewed this patient. How has she react-

ed in telling her story of almost life-

long hypothyroidism with psychother-

apy over a five year period ?

Ms. Betsy Remy (f) First of all, she

< f > Clinical counselor, Social Service Depart-
ment, Touro Infirmary.

volunteered the information, I didn’t

have to pump her for it. She volun-

teered that she was diabetic, that she

was on a diet and that she did have
difficulties with thyroid and her heart.

And as for her consulting a psychiatrist,

who is being seen in the Day Care Unit,

she was very enthusiastic about it. She’s

joined the group activities, and she real-

ly likes the people.

Dr. Jacobs: There’s an old adage,

“Let the patient talk. She’s trying to

tell you the diagnosis”.

Mrs. Elizabeth Leong :
(s) She weighed

only 108 pounds two years ago. Her
weight has gone up and down.

Dr. Jacobs: Has that had anything to

do with her diet?

Mrs. Leong: I don’t think so because

she’s within normal limits now, if the

weight is 100 percent dry weight. When
she came in, I’m sure the weight was
fluid. The sister advised that when she

was told she had diabetes last Novem-
ber, she became an almost compulsive

water drinker. She always wanted
something to drink. Even now, she has

repeatedly asked for water at the hos-

pital, even though she’s restricted to

1000 cc a day, and the compulsive water
drinking appeared only four months
ago.

Ms. Remy: She told me that before

she was admitted to the hospital she

did drink a lot of water, and that

once she was in the hospital they

watched her. If she had a beverage for

lunch, she kept the ice because they

were watching the water on the table

and that was all she could have for the

day.

Dr. Jacobs: Mrs. Leong, it is noted

that the patient has never liked meat
or its substitute. She craves bread,

starches and sweets. That’s been her

lifelong pattern?

Mrs. Leong: That’s what the sister

said who has been living with her all

these years. I note even now when I

<s) Staff dietitian, Touro Infirmary.
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check the trays that she’s not able to

eat what is served here. She eats all

the starches.

Pig 1(a). Chest x-ray on admission illustrat-

ing cardiomegaly, pericardial effusion and pleu-

ral effusion.

Fig 1(b). Chest x-ray 4 months after resump-

tion of thyroid therapy.

Dr. John Balh (h) She exhibits most of

the features of hypothyroidism repeat-

edly seen in clinical practice : weakness,

hyponatremia, proteinuria, mental prob-

lems, seizures and hearing problems.

1. Congestive heart failure is not

(h) Clinical assistant professor of medicine,
LSU School of Medicine.

generally a problem in uncomplicated

hypothyroidism. Orthopnea, pleural ef-

fusions and paroxysmal nocturnal dysp-

Fig 2(a). Shortly before admission to hos-

pital.

Fig 2(b). Following 4 months of replacement

therapy.

nea usually mean superimposition of

myxedema on other cardiac disease

rather than primary myxedema heart

disease. The congestive heart failure of

long-standing hypothyroidism may be

abolished by proper thyroid therapy

over a period of months; attempts to

reach a normal degree of thyroxine

blood level rapidly can result in sudden

death apparently because of arrhyth-

mias and myocardial infarction.
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2. With large quantities of blood

fat, the sodium concentration is gener-

ally low through dilution
;
correction of

hypothyroidism should correct hypona-

tremia. Proteinuria is presumably re-

lated to the hemodynamic alterations

that accompany hypothyroidism.

3. The mental problems of hypothy-
roidism are legendary and probably

overrated. Contrary to popular belief,

when the hypothyroidism is treated the

mental problems do not go away—sim-

ply because there is usually an unrelated

basis for inappropriate behavior.

4. The hearing problem is consis-

tently found. Seizures are more likely

to occur in patients who are in myxede-
ma coma.

5. The biggest of all problems is

that of maintaining uninterrupted ther-

apy. Even though they have been told

that medication is a lifelong thing,

over and over patients do discontinue

their medication on their own and de-

velop severe manifestations of thyroid

deficiencies. This patient apparently

knew that she had hypothyroidism and
was yet guilty of abandonment of her

medication. Hypothyroidism is often

accompanied by high blood pressure

when due to thyroid failure but not

when due to pituitary failure. With
pituitary failure and secondary hypo-
thyroidism, there is usually hypotension.

The presence of diabetes again almost

excludes the possibility of secondary
thyroid failure due to pituitary disease

;

it will require insulin therapy as dietary

therapy is not going to be practicable

for her.

Dr. J. Julian Abbott: (i) Why does the

presence of diabetes exclude the possi-

bility of secondary hypothyroidism?

Dr. Ball: Ordinarily, insulin antago-

nists (hydrocortisone, growth hormone)
are not sufficiently abundant in secon-

dary hypothyroidism; therefore, there

(''Resident, Department of Medicine, Touro
Infirmary.
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is a tendency to hypoglycemia, not to

diabetes.

Dr. Abbott: Would you explain how
the cause of her high blood pressure

would be under the hypothyroidism

problem? And would you talk to us a

little bit about the tests that we have

done, T3 and T4, iodine uptake and free

thyroxine.

Dr. Ball: I think the hypothyroidism

could be the cause of her hypertension

although I have not seen an adequate

explanation for the association of the

two. The T3s and T4s done in the hos-

pital are valuable tests when used to-

gether and relatively invaluable when
used singly to measure thyroid function.

They are both based on the measure-

ment of minute amounts of isotopes, and
both measure the level of thyroxine so

that combining the results of the two
tests one can correct for the differences

in combining the protein level that af-

fect thyroxine level. For example the

administration of estrogen causes an in-

crease in the level of thyroxine binding

protein so that the T4 level is increased.

The T3 works with the binding protein

in the exact opposite direction producing

a low level for T3 resin uptake in a per-

son receiving estrogen. By combining
the two values, one can come out with

a reasonable estimation of thyroid func-

tion. When did her thyroid begin to

fail? Many people with “idiopathic”

hypothyroidism start out with unrec-

ognized Hashimoto’s thyroiditis. Her
symptoms were first noted at the ter-

mination of her third pregnancy.

Dr. Jacobs: Do people with overt

hypothyroidism usually have difficulties

with pregnancies?

Dr. Ball: They usually don’t get

pregnant.

Dr. Jacobs: Dr. Ball, does the clini-

cian have choices for effective thyroid

medication among the several prepara-
tions available?

Dr. Ball: Probably triiodothyronine

is an inferior drug for treating hypothy-
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roidism; it was useful at one time for

performing tests but it is a poor thera-

peutic agent. If one isn’t careful about

the source of desiccated thyroid, one is

likely to find thyroid extract or desic-

cated thyroid that has variable thyroid

potency. There are mixtures of T4 and

T3 that are available that are chemical-

ly pure but with the discovery that T3

is normally made from T4 as a biochem-

ical step in the body, the use of pre-

mixed mixtures has no validity that

most people can see. So at the present

time the choice is between desiccated

thyroid made by a reputable manufac-
turer and some synthetic form of thy-

roxine that’s chemically pure. To me
either one is acceptable. As far as I’m

concerned, 60 mg of desiccated thyroid

is roughly equivalent to 100 meg of

thyroxine.

Dr. Jacobs: Dr. Tibbits, would there

be any hesitancy to give her a sizable

dose of thyroid substance because of the

probability of myocardial infarction in

the past?

Dr. Paul Tibbits :
(j) Whenever I treat

a patient with hypothyroidism and am
faced with the necessity for increasing

the dose of thyroid, I remember that

many ill-effects are precipitated by in-

creasing the thyroid supplement too

fast.

Dr. Ball: Thyroid extract may relieve

many of the symptoms of myxedema
even if the fluid retention in myxedema
is by way of a mechanism different

from that of congestive heart failure.

One must be cautious in administering

thyroid substances. Overdosage or un-

duly rapid dose increase can lead to

disaster.

Editor’s Note: Whereas the onset of

hypothyroidism may be insidious and
unnoticed for long periods of time, the

state develops rapidly when replace-

ment therapy is discontinued. Symp-
toms usually appear within three weeks,

(^Cardiology fellow, Tulane University School
of Medicine.

364

become frank at six weeks and full

blown at three months. Many of the

manifestations of myxedema are diffi-

cult to distinguish from independent,

but resembling illnesses eg, “myxedema
madness” simulates schizophrenia; con-

gestive heart failure is closely mimicked

by fluid retention; and deafness may
be caused by viral neuritis as well as

by myxedematous involvement of the

auditory nerve. This patient denied

that she had interrupted her therapy

over the years; yet, the episodic relapses

cast doubt on her credibility. Even a

short absence from therapy might slow

mental processes sufficiently to obtund

the memory. Quite clearly, this patient’s

well-being demands lifelong supervision

by a physician who will see her at inter-

vals short enough to prevent significant

relapse.
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AFTER

YOU LEASE A CAR,

IT'S TOO LATE TO LEARN
_ ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever- ,

growing list of accounts is ample testimony that our lease agreements
!

are ideally suited for the individual’s needs. We offer the type of

service you expect and deserve.

Could we give you more information about automobile leasing?

ADDRESS

CITY STATE ZIP.

TELEPHONE

1535 POYDRAS • Across from SuDerdome
NEW & USED CAR SALES • 522-6611

Showroom open 8 a m - 9 p m Mon -Fri and 8 to 6 Sat

J. Louisiana State M. Son.



Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Rapid Atrial Stimulation for the

Conversion of Arrhythmias
MALLAN G. MORGAN, MD*
STEPHEN P. GLASSER, MDf

Shreveport

This electrocardiogram (Fig 1) was obtained from a 54-year-old woman with a

history of bronchial asthma and palpitations.

What is your diagnosis?

Elucidation is on page 379.

* Dr. Morgan is a cardiology fellow and clininical associate in medicine, LSU School of Medi-

cine in Shreveport, Shreveport, Louisiana 71130.

f Dr. Glasser is an associate professor of medicine and chief, Cardiology Section, LSU School

of Medicine in Shreveport, Shreveport, Louisiana 71130.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money. The question is

will you?
Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study. Then if they can't show
you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you

deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS
Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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New Legislation Means New Retirement Benefits

for Doctors

GEORGE W. MARTIN*
New Orleans

Imagine a doctor who sets aside

$7,500 a year in a self-employed retire-

ment plan for 30 years. Imagine, fur-

ther, that this fund grows at a rate of

8 percent each year. At the end of the

30-year period, the doctor would have
accumulated an estate of more than

$917,000 before taxes. Of the $7,500
set aside each year, the doctor pays only

a part of the contribution. The remain-

der is actually tax money that would
have been paid to the federal govern-

ment.

Remarkable benefits like these, even

better results, can be achieved with rea-

sonable care and an understanding of

the tax benefits and qualification obli-

gations contained in the Retirement In-

come Security Act of 1974.

Benefits of the New Law
Until the 1974 legislation, there were

wide differences between the tax treat-

ment of benefits and allowable deduc-

tions of self-employed individuals, as

compared with business organizations

such as professional corporations. The
1974 legislation narrowed this disparity

by increasing the maximum dollar limit

of pre-tax contributions to qualified

self-employed retirement plans from
$2,500 to $7,500 per year. As in the

past, self-employed retirement plans

allow the income taxes and capital gains

taxes to be deferred until the plan as-

sets are actually distributed. Also, there

are new tax treatments for lump-sum
distribution which are more favorable

than previous regulations permitted.

* Account executive, Fenner Investment Man-
agement Company.

Finally, the flexibility in distribution

time requires only that no distribution

be made before age 591/2 (except in the

case of death or disability) and that

some distribution begin on. or before

age 70i/
2 -

The potential dollar amounts in bene-

fits and flexibility in distribution time

will permit most participating physi-

cians to plan retirement that will in-

volve little or no change in living stan-

dards. The doctor who chooses to ter-

minate a practice to pursue other inter-

est could take the lump-sum distribu-

tion of the plan assets and convert it

into a generous annuity. The $917,000

described previously could be converted

to an 8 percent annuity, and the 15-

year payout would be slightly over

$107,000 a year, before taxes. For the

physician who wishes to continue a lim-

ited practice or who has other sources

of income, the interest earned on the

lump-sum may be sufficient to compen-
sate for the income loss due to reduced
work load. Once again, the interest at

8 percent on $443,000 ($917,000 after

taxes) could yield $35,440 a year and
the principal would remain intact as a

part of the physician’s estate.

Qualified Plans

Although the 1974 legislation liberal-

ized benefits for self-employed individ-

uals, the primary purpose of the act is

to protect the interests of employees

participating in retirement income plans.

No one is required to set up a pension,

profit sharing, or self-employed retire-

ment plan, but once the plan is estab-

lished, it must meet the 1974 require-
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merits. There are both civil and crimi-

nal penalties for neglect, omission or

violation of the provisions of the Retire-

ment Income Security Act.

Because of the complexity of the law

and the liabilities involved, a physician

or any other employer should have the

professional assistance of his CPA, at-

torney and bank trust officer. There

are trust, record keeping and reporting

regulations and employee eligibility

and contribution formulas which must

be prepared. Once a plan is in effect,

the eligibility and contribution formulas

cannot be amended to the disadvantage

of employees or to the advantage of an

employer without proportional benefits

for employees.

The period during which the self-

employed retirement plan is being

drafted is also an excellent time to pre-

pare or review one’s own estate plans.

The eventual distribution of the plan’s

assets may considerably increase the

size of the estate and the potential tax

liability to the heirs; so these matters

should be thoroughly explored.

Asset Management

Once the self-employed retirement

plan is established and the annual con-

tributions begin, what is the best thing

to do with the assets?

Buying certificates of deposit, US
Treasury notes and bills and savings

deposits offer a high degree of safety

against capital loss. However, the ex-

perience of the recent past and pros-

pects for the foreseeable future indicate

that the rate of inflation will outpace

the yields of such fixed income securi-

ties. The next step is to seek a higher
return on assets, while adding a degree
of risk, with a common stock portfolio.

A trustee who is involved with assets

management is legally a “fiduciary” and
may be held personally liable for invest-

ment losses. In maintaining a common
stock portfolio, there is a very real lia-

bility exposure and a needless risk for

a physician to take. A very desirable
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and viable alternative is to engage the

services of a professional investment

manager.

Depending on the degree of personal

service desired, a registered investment

counselor, bank trust department or the

investment service of a brokerage house

could be used. The important consid-

eration for the trustee is that whoever
actually manages the portfolio be will-

ing to state in writing that they ac-

knowledge and accept full fiduciary

responsibility for the plan. Under sec-

tions 403, 405, 409, and 410 of the 1974

Act, if the duties of the trustees are

properly delegated, trustees not respon-

sible for the management of plan assets

are generally not responsible for the

losses arising from actions of the plan’s

delegated fiduciaries.

No matter how the plan’s assets are

invested, no one should expect in-

vestment decisions, however carefully

thought out, to be correct all of the

time. Overall performance can be eval-

uated, however, first, by the ability of

the manager to protect the value of the

plan’s assets against losses; and second,

by the ability of the manager to pro-

duce a long-term growth in asset value

at least equal to the rate of inflation.

If the objectives of the plan can be met
with success, the time and expense of

drafting and maintaining a self-em-

ployed retirement plan will be well

rewarded.

In the meantime, there is an annual

“tax incentive”. The contribution to the

self-employed retirement plan is made
from pre-tax income and it is fully

deductible as a contribution to a retire-

ment plan. The difference in the

amount of taxes paid without a contri-

bution and the amount of taxes paid

after deducting a contribution is the tax

incentive. In real terms, the physician

pays only a part of the total contribu-

tion. The remainder is made up of tax

money that would have otherwise been
paid to the federal government.
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Re: Physician’s legal liability on drawing blood alco-

hol requested by a policeman or law enforcement

officer and, liability in drawing blood as a diag-

nostic procedure in patients whom they feel are

intoxicated.

Opinion of Mr. Henry B. Alsobrook, Jr.

(March 30, 1974)

The law of Louisiana, Louisiana Revised Statute 32 :661 et.sic., provides that

any person who operates a motor vehicle upon the public highways of this state

shall be deemed to have given consent to a chemical test of his blood, breath,

urine or other bodily substances for the purpose of determining the alcohol content

of his blood if it is believed that he was operating a motor vehicle under the influ-

ence of alcoholic beverages. The test shall be administered at the direction of a law

enforcement officer having reasonable grounds to believe that the person was driving

under the influence of alcoholic beverages. The law enforcement officer has to

inform the person of the consequences of refusal and have him sign a form advising

the person of his constitutional rights. The suspect may refuse to sign the form or

refuse to undergo the test, and if so, then he suffers the consequences as set forth

in the motor vehicle safety law. Thus, if a suspect refuses to sign after being advised

by the law enforcement officer, then the physician, technician, or hospital should not

draw the blood.

If requested to do so, a physician should draw the blood and the law protects

physicians, hospitals and technicians from criminal or civil liability. The law specif-

ically states:

No person who administers any such test upon the request of a law enforce-

ment officer as herein defined, no hospital in or with which such person is

employed or otherwise associated or in which such test is administered,

and no other person, firm or corporation by whom or which such person

is employed or is in any way associated, shall be in any wise criminally lia-

ble for the administration of such test, or civilly liable in damages to the

person tests. (LSA-R.S. 32:664)

The statute further provides that if a person is dead, unconscious or otherwise

in a condition rendering him incapable of refusal, then it shall be deemed that he
has not withdrawn the consent imposed upon him by law for using the highways.
In other words, if the driver is dead or unconscious, or is so intoxicated that he does

not known what he is doing, then it is allright to administer the test at the direction

of the law enforcement officer because he has given his consent by using the high-

way and has not specifically withdrawn it.

0=3C=0
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Doyou feel qualified to

diagnose your

insurance policy?

At Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward
either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except
by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.
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Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

Most Americans Sympathize with Physicians who refuse to handle cases other than

emergencies in protest against high professional liability premiums, according

to a Harris Survey. Fifty-four percent of those polled sympathize with phy-

sicians’ protests, with 30% unsympathetic and 16% unsure. A 68-18% major-

ity disagrees with a charge that it is fair to sue because many doctors don’t

care about their patients and mistreat them. The public believes attorneys are

to blame for the high cost of malpractice insurance, according to the survey.

Seventy-three percent of those polled think lawyers “have made a racket out

of malpractice suits by encouraging patients to sue their doctors.” The survey

found that 72% believe the solution to the issue is to “not allow lawyers’ fees

to be based on the amount of money won,” 72% favor having an impartial

panel screen all malpractice claims before trial, 70% favor a nonprofit fund

for malpractice insurance, and a 49-27% plurality supports legislation setting

a $100,000 ceiling on claims. The Louisiana State Medical Society, through its

most intensive legislative session in history, passed a package of malpractice

legislation to alleviate the majority of the problems outlined above. Among
those bills passed are

:

HB 635 by Rep. S. LeBlanc—A model emergency consent law.

HB 636 by Rep. S. LeBlanc—A model consent law.

HB 637 by Rep S. LeBlanc—A law to shift the burden of proof to the plain-

tiff in malpractice actions.

HB 638 by Rep. S. LeBlanc—Establishes the prescriptive period as one year

from date of discovery, but no longer than three years from the alleged

injury.

HB 17 by Rep. L, Johnson—Provides for voluntary binding arbitration to set-

tle grievances between patients and physicians.

HB 1465 by Reps. T. W. Humphries, S. Wall, J. Hainkel and Sen. T. Casey—
Establishes a $100,000 limit of liability, a patients’ compensation

fund, a residual malpractice insurance authority, etc.

Shortcomings in Administration of 1973 Law making renal disease patients of all

ages eligible for Medicare benefits were cited in General Accounting Office

report. The GAO said that while in the past, wealth was the determining

factor in deciding which patients received treatment, a new set of arbitrary

selection standards have been developed that vary from place to place and
from physician to physician. Report recommended that the Health, Education
and Welfare Department set new patient-treatment standards by geographic
areas to assure that people considered treatable are being treated.

Increase in the Number of Sterilizations was reported in new study by the National

Survey of Family Growth. Report shows that among U. S. couples who had
reached their desired family size by 1973, 29% had already undergone a con-

traceptive sterilization—up from 18% in 1970 and 12% in 1965—and an

additional 14% said they intended to get one. In all, there were 3.8 million

sterilizations among such couples between 1970-73, reflecting at least a dou-

bling of sterilizations over the four years, according to the survey.

«=ac=$
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Two years old— and already carrying the ball

for over one-half of the Society’s members.

Doctor,canwe carry it foryoutoo?

<>003

The Louisiana State Medical Society
Professional Liability Insurance Program

Administered by

Johnson&Higgins
O ¥ • • T

of Louisiana., Inc.
One Shell Square • New Orleans, La. 70139 • 504/581-5581

*For details, contact your J&H counselor today

UNDERWRITTEN BY THE HARTFORD INSURANCE GROUP
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Mrs. Ralph J. McDonough of New Orleans, right, immediate past president of the state auxiliary,

presents to Mrs. A. M. Alexander, Jr. of Alexandria the Certificate of Achievement presented to Lou-

isiana at the American Medical Association Auxiliary’s national convention in Atlantic City. Mrs.

Alexander, who is presently president-elect of the auxiliary, accepted the award as 1974-1975 mem-
bership chairman on behalf of the state auxiliary, which was cited for its greatest percentage increase

in members-at-large in the southern region of the national auxiliary.

MRS. WILLIAM CLOYD OF LAFAYETTE
ASSUMES AUXILIARY PRESIDENCY

Installed at the annual convention of the Woman’s Auxiliary to the Louisiana

State Medical Society held May 4-6 in New Orleans, Mrs. William P. Cloyd, Jr. of

Lafayette becomes the organization’s 47th president.

Married to a psychiatrist in private practice, the Houston native graduated from
Southern Methodist University with a B.A. in sociology and moved from Texas to

Lafayette in 1964 upon completion of her husband’s residency. They are the parents

of a sixteen year old son, Preston.

Auxiliary president Mrs. William Cloyd urges members of the Louisiana State

Medical Society who will be making contributions to the AMA Education and

Research Fund to consider doing so through their local parish auxiliaries. In this

way parish and state auxiliaries receive credit for the contribution in the national

auxiliary’s AMA-ERF fund-raising program.

c=nc=0
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

HIGHLIGHTS OF
HOUSE OF DELEGATES ACTIONS
AMERICAN MEDICAL ASSOCIATION

124th ANNUAL CONVENTION
Atlantic City, New Jersey

June 14-19, 1975

In the most momentous session to be held in

decades, delegates at the 124th Annual Conven-

tion in Atlantic City urged vigorous AMA ac-

tion in a number of medical problem areas

—

including malpractice and federal intervention

—and then approved a substantial dues increase

to assure the necessary financial support.

Meeting for 22 hours and 37 minutes, the

longest Convention in recent memory, the House

acted on 73 reports and 168 resolutions for a

total of 241 items of business.

Repeatedly emphasizing stronger AMA in-

volvement in confronting problems facing local

physicians, an overwhelming majority of the

House voted to raise annual dues of regular

members to $250, intern-resident dues to $35,

and to maintain student dues at $15.

(For more information on dues increase and

related matters such as changes in AMA organi-

zational structure, malpractice proposals and ac-

tions to forestall unreasonable government inter-

vention in medicine see “Association and Internal

Matters of the House,” and “Physicians and Gov-
ernment” and “Physicians and the Public.”)

Elections

Delegates selected Richard E. Palmer, of Alex-

andria, Va., as president-elect. Others elected

or re-elected to positions in the Association were:
Vice-President

:

George W. Slagle, Michigan.

Speaker of the House: Tom E. Nesbitt, Ten-
nessee ( re-elected )

.

Vice-Speaker of the House: William Y. Rial,

Pennsylvania ( re-elected )

.

Trustees, for 3-year terms: Joe T. Nelson,

Texas (re-elected)
;
Robert Hunter, Washington

(re-elected); Jere W. Annis, Florida (re-elect-

ed)
;
Joseph M. Boyle, California. For the un-

expired two-year term of Richard E. Palmer,
named President-Elect, Lowell H. Steen, Indiana.

Judicial Council: Blair J. Henningsgard, Ore-
gon, succeeding George W. Petznick, Ohio.

Council on Constitution and Bylaws: Milton V.
Davis, Texas, succeeding Louise C. Gloeckner,

Pennsylvania.

Council on Medical Service: Donald R. Hayes,

Massachusetts, (re-elected) ;
William B. Hilde-

brand, Wisconsin (re-elected).

Council on Medical Education: Patrick J. V.

Corcoran, Indiana, succeeding Bland W. Cannon,

Tennessee; Warren L. Bostick, California, (re-

elected); John W. Moses, Michigan, succeeding

Vernon L. Wilson, Missouri.

Special Citation

Leo E. Brown, formerly Special Assistant to

the Executive Vice-President, was presented

with a special citation for 25 years of service

to the AMA.

Inaugural Address

Max H. Parrott, President of AMA
In his inaugural address on Wednesday, June

18, Dr. Max H. Parrott, the new AMA presi-

dent, said that “the great national debate on

health and medical issues is a clash between

(government) utilitarianism and (medical) hu-

manism.”

In viewing medical care as a commodity rather

than a service, Dr. Parrott said, “the health care

planners and regulators see medical care as

little more than a numbers game ... If only

the commodities of health care can be more
efficiently organized, assembly-line style, if only

the providers of care can be beter coordinated

as a work force, then the consuming public will

be eternally blessed.”

And efficiency in providing such a “com-

modity,” Dr. Parrott emphasized, is the intent

of such government programs as PSRO’s and

HMO’s.

“But,” he warned, “medically speaking ef-

ficiency . . . optimum production at the least

cost in time and money . . . means something

far different from quality.”

Such efficiency could in truth subvert qual-

ity of medical care, which he defined as “giving

the best appropriate service . . . regardless of

the time required . . . and regardless of cost.”

The AMA, Dr. Parrott stressed, “has much
to say about the plain truth that medical action

depends on the freedom to act, rather than on

regulation.

“We have so much to say about the clear

prospect that in any squeeze play between fed-

eral regulators of medicine and the regulated,

the patient, too, will be crushed.
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“We have so much to do and say in Wash-

ington and across the land. And so little time.

We want an AMA spirited enough to save the

individual spirit of medicine and preserve the

quality of care . . . determined enough that medi-

cine will serve no master except service itself.”

And the best way to maintain a spirited and

determined AMA, according to Dr. Parrott, is to

give it “a voice which is clear and distinct amid

the hubbub of controversy.”

Thus Dr. Parrott called for the abolishment

of the offices of AMA president, president-

elect, vice-president, and immediate past presi-

dent.

He further urged that the speaker and vice

speaker of the House of Delegates be given

votes on the Board of Trustees, and that the

chairman of the board be elected directly by

the House after nomination by the Board.

“Hence,” Dr. Parrott said, “the chief leaders

—and chief spokesmen—of the AMA would be

the board chairman, acting for the elected offi-

cers and the House, and the executive vice-presi-

dent, acting for the staff.”

Such a streamlining would result in a con-

tinuum of Association experience and policy,

Dr. Parrott said. His recommendations were re-

ferred to the Council on Long Range Planning

and Development, which is studying a possible

reorganization of the AMA.
A reorganization of the AMA at its top level

is necessary, Dr. Parrott said, if the Association

is to achieve its overriding goal: maintaining the

high quality of care.

Final Remarks to the House
Malcolm H. Todd, AMA President

“Future shock” has created an “identity crisis”

in American medicine, including the AMA, ac-

cording to Malcolm C. Todd, AMA president,

who gave his final report to the House on Sun-

day, June 15.

“Future shock,” Dr. Todd said, “has hit our

Association so abruptly, SO' hard, and in so many
ways, that it has caused an identity crisis. Phy-

sicians wonder what the American Medical As-

sociation is today.”

To remedy that, he suggested that continuity

be established between past, present and future

so the strengths of tradition could be drawn upon
to make the future more solid.

Thus he said physicians must understand that

the AMA, in coping with its own future shock,

is not abandoning its historic goals, but merely

updating them.”

And Dr. Todd urged that the AMA focus

substantial energies on “quality of care*—the ob-

jective for which this association was founded.”

The major thrust of this effort should be to-

wards education, especially continuing education.

In support of that thrust, he asked delegates

to consider AMA establishment of a “university

without walls for continuing education.”

“Operating in coordination with the medical

schools, this university might confer an advance

degree after a full year of educational activity.

Through its university status and its conferral

of degrees, it would lend a new image and a

new prestige to continuing education,” Dr. Todd
said.

Dr. Todd called for a re-emphasis in medical

schools on the training of men and women to

practice medicine, rather than the growing em-

phasis on research and the training of research-

ers.

The National Institutes of Health, he said, are

the logical pathways to research, and urged that

the AMA legislatively support increased fund-

ing and physician involvement in the institutes’

advisory bodies.

Several other areas call for decisive political

action by the AMA, he said. “Medicine no longer

can enjoy the privilege of being a sanctum . . .

Politically, a steady stream of legislation—such

as PSRO, HMO, public utility type legislation,

and health manpower bills—has fallen upon our

heads in heavy drops, like the water torture of

the ancient Chinese.

“Often more important that the laws, are the

highhanded regulations they entail—such as those

on utilization review. Without any authorization

from the U. S. Constitution, the regulatory agen-

cies have become so powerful that I call them
the fourth branch of government.”

Thus Dr. Todd said the AMA must be con-

cerned with “Big Brother” government. At the

same time, he said, the AMA must support health

programs to benefit all the “little brothers in

America.”

So he concluded that, “This Association must

have the full support of our profession—numeri-

cally, morally, and financially. Otherwise it can-

not do what it has to do, and we, as a profes-

sion, cannot do what we have to do.”

Summary of Actions of the

House of Delegates

Because of the varied nature of the actions

taken by the House, and for the sake of clarity,

this summary will be divided into five subject

areas with appropriate sub-heading as follows:

—Association and Internal Matters of the

House
—Physicians and the Government
—Physicians and the Public

—Physicians and Hospitals and Medical Schools

—Miscellaneous

Association and Internal Matters of the House

Dues Increase and Related Priorities: In in-

creasing annual dues of regular members from

$110 to $250, delegates also served clear notice

SEPTEMBER, 1975—VOL. 127, No. 9 375



ORGANIZATION SECTION

of a new and aggressive stance by the AMA in

dealing with the many problems facing the na-

tion’s physicians.

In just one of the problem areas discussed-

malpractice—the House called for the AMA to

take immediate actions to help ease the crisis,

including the formation of an AMA-sponsored

professional liability reinsurance company.

The company will provide backup or second-

level coverage for those state medical societies

that have sponsored their own medical liability

insurance programs. (For more details on this

and other actions urged by the House to com-

bat the malpractice crisis, see “Physicians and

the Public.”)

Meanwhile, delegates unanimously endorsed a

substitute resolution applauding the recent suit

filed by the AMA against HEW regulations

which mandate post-admission certification of

hospital patients, and left no doubt that a pri-

mary reason for approving the dues increase was

to provide fiscal support not only for the pres-

ent suit, but for similar actions as well. Thus

the second resolve of the resolution reads:

“That the Board be encouraged to continue to

take such action in the future on further legis-

lation or government regulations that threaten

the ability of physicians to provide quality medi-

cal care to patients.”

The House was appraised of the fact that

Trustees have instructed the AMA Office of

General Counsel to lay the legal groundwork

for possible suits against the new federal health

planning program, HEW regulations for the

proposed “Maximum Allowable Cost” purchase of

drugs, and for objectionable features of proposed

health manpower legislation should those features

be enacted.

In other priorities related to the dues increase,

the House called for continuing efforts to re-

build the AMA on a sound financial basis, and
strongly supported a reshaping of the AMA pub-

lishing program as well as a restructuring of the

organization itself.

By adopting the $250 dues level recommended
by the Board, the House was assured that de-

pleted financial reserves would be restored, that

present programs would be continued, and that

additional programs—such as those for malprac-
tice and to combat growing government pres-

ence—would be mounted. In related actions, the
House called for:

—Balanced budgets in both accounting and
program formats.
—-Intensified membership recruitment and re-

tention efforts.

—Continued administrative support of

AMPAC.
—Annual reports on the status of AMA fixed

assets and investments.

Advertising-Publications

:

Acting on further

information provided by the Special Committee

of the House appointed at Portland last Decem-

ber, delegates endorsed “a policy of aggressive

advertising promotion” in AMA publications and

asked the Board to implement this policy at the

earliest possible time.

In other actions, the House urged that the

10 specialty journals be placed on a self-sustain-

ing subscription basis, or that appropriate ar-

rangements be reached with the specialty so-

cieties involved.

Upon questioning by trustees, however, the

House made it evident that it will be left to the

Board to determine the eventual fate of Prism,

so long as the disposition is to the financial

advantage of the AMA.
This interpretation emerged as the result of

a special consultants’ report to the House on

Sunday, June 15, when it was pointed out that

AMA publications are valuable properties which
should be handled like other Association assets.

In short, Prism could be sold, or it could be

continued if it could be put on a paying basis.

The House also authorized the Board to set

subscription rates for all publications—including

Today’s Health—excepting only JAMA and
American Medical News.

Organizational Structure

:

The House endorsed

the concept of restructuring the AMA, including

Councils and Committees, and directed its Coun-

cil on Long Range Planning and Development

to submit a definitive report at this fall’s Clini-

cal Meeting in Honolulu.

Key elements in the report are expected to

be the 1975 AMA Plan, and its clustering of

AMA priorities into five major areas, organiza-

tional structure; resolving the malpractice crisis;

fighting increased government intervention;

maintaining AMA’s leadership role in medical

education; and strengthening AMA resources.

The Special Committee of the House also has

recommended a more compact council-committee

structure aimed at medical education, medical

practice, scientific activity, internal activity, and
external activity.

In other actions on Association and Internal

Matters, the House:

—Adopted a resolution to permit newly-elected

delegates to begin their terms on January 1 or

on July 1 at the discretion of state societies.

—Amended the delinquency provisions of the

Constitution and Bylaws to include future as-

sessments, as well as dues.

—Urged constituent societies to provide full

membership privileges for medical students at

nominal dues.

—Approved a set of model membership by-

laws for distribution to constituent societies.

—Asked the Board to consider the establish-
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ment of a Section on Nuclear Medicine through

appropriate mechanisms.

—Endorsed the re-establishment of AMA-
AMPAC workshops on a self-sustaining fiscal

basis.

—Commended the Board of Trustees, officers

and staff for displaying fiscal responsibility in

meeting the financial crisis of the last 18 months.

Physicians and the Government

Reimbursement Under Government Health Pro-

grams: The House strongly reaffirmed the

AMA’s long-standing position that physicians

participating in government health insurance

programs should be reimbursed on the basis of

usual, customary and reasonable charges.

In a further step, Delegates requested the

Council on Medical Service to examine the

Medicaid and Medicare programs to see if re-

imbursement did meet AMA policy, and to re-

port back at the Honolulu Clinical Meeting.

The House also adopted report JJ of the

Board, which updates Board actions in objecting

to the proposed payment of usual, customary

and reasonable Medicare fees based on a national

economic index as recently promulgated in regu-

lations published in the Federal Register.

The Board report emphasizes continued and
vigorous opposition to the proposal, including

legal action should it become necessary.

Federal Health Planning Program: The House
unanimously supported the Board in its recent

actions to oppose implementation of the Na-
tional Health Planning and Resource Develop-

ment Act enacted by the last Congress.

The delegates pledged support for “any ac-

tion, including legal action,” that the Board
deems appropriate and effective in preventing

implementation of the new planning law.

PSRO Policy Reaffirmed: Delegates reaffirmed

present AMA policy on PSRO’s, and defeated a

call for repeal of the PSRO law. After discus-

sion in reference committee and on the floor of

the House, delegates reaffirmed PSRO policy

adopted at the 1974 Annual Convention.

The policy basically calls for AMA action to

seek constructive amendments to the law and
appropriate regulations and directives, and to

support continued monitoring of the program.
The policy also holds that should the PSRO pro-

gram become too restrictive, however, the Board
can seek repeal. And here again, the House
cited the possibility of legal opposition if it be-

comes appropriate.

In a related development, the House requested

the Board to prepare a detailed breakdown of

expenditures for the federally-funded program
under which the AMA is developing PSRO prac-

tice criteria, and make them available to mem-
bers of the House on request.

In other actions related to peer review, Dele-

gates urged physicians to “continue to perform

peer review directed at increasing the quality of

patient care and reducing its cost,” and also

urged physicians not to seek compensation for

non-government peer review participation as es-

tablished in hospitals. The Board endorsed com-

pensation for government-connected peer review

programs, however.

Other House recommendations related to Phy-
sicians and the Government included:

—That the AMA seek repeal of an amend-
ment to federal law which equates psychologists

and optometrists with physicians in the provision

of medical care to government employees under

health insurance programs.

—That the AMA seek appropriate changes in

federal health insurance programs to make the

basis for physician visits to nursing homes real

medical need rather than regulatory require-

ments.

—That the AMA continue its efforts for

adoption of the AMA’s Current Procedural Ter-

minology in government health programs.

—That the Board speed up efforts to rectify

abuses in the promulgation of regulations in the

Federal Register.

Physicians and the Public

Professional Liability Proposals

:

In endorsing

a series of proposals aimed at mitigating mal-

practice problems, the House stressed that the

continued ability of physicians to provide care

to patients was a prime motivating factor.

While adopting a substitute resolution sup-

porting the use of “all available legal means”
by local physicians in seeking reforms in pro-

fessional liability insurance, for example, it was
emphasized that work slowdowns were basically

a commitment to continued patient care rather

than personal financial gain in the traditional

sense of a strike.

The final version of the resolution reads: “The

AMA recognizes that physicians are entitled to

use all available legal means, without jeopardiz-

ing the medical care of their patients, to pro-

test when intolerable and unwarranted burdens

are placed upon their patients, the Association,

or its members.”

The resolution also recognizes that “the pri-

mary commitment of the AMA and its physician

members is to the essential medical needs of the

people of this nation.”

In other actions aimed at easing the malprac-

tice crisis, the House urged early establishment

of an AMA-sponsored professional liability re-

insurance program so as to provide a second

level of protection for state society-sponsored

primary insurance plans.

As a condition of participation, states with
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captive carriers would have to effect changes

in the state tort system to insure long-range

improvements in the underwriting climate.

In other malpractice actions, the House urged

renewed AMA assistance to state societies in

seeking legislative enactment, and public en-

dorsement of, mechanisms such as voluntary ar-

bitration plans, and changes in tort law to re-

lieve statutory elements which contribute to mal-

practice problems.

The House also reaffirmed its stand against

claims-made type of insurance coverage, and
voted to encourage the federal government to

provide coverage for physicians employed by
government.

National Health Insurance

:

Delegates sup-

ported the national health insurance bill of the

AMA which has been introduced in Congress.

The bill would provide both basic and compre-

hensive benefits for all Americans, but would

minimize federal administration and financing.

During a health insurance debate in the House,

considerable sentiment was expressed for a na-

tional catastrophic insurance coverage program,

but the subject was referred to the Board for

further study.

In other actions related to Physicians and the

Public, the House:

—Urged measures to assure physicians and

patients of high-quality drug therapy by seek-

ing possible modifications in FDA regulations

to facilitate improvements in the development

and distribution of drugs.

—Called for expanded use of flame-resistant

fabrics in clothing, bedding, draperies and dec-

orative materials to reduce burn hazards.

—Reaffirmed existing policy in lieu of a reso-

lution that would have defined death as “ir-

reversible cessation of total brain function,”

which present policy defines as one acceptable

criterion.

—Endorsed legislation to permit Social Secur-

ity recipients to earn unlimited income without a

reduction in retirement benefits.

Physicians and Hospitals and
Medical Schools

Medical Staff Prerogatives in Patient Care:
Several actions aimed at preserving hospital

medical staff prerogatives in patient care were
endorsed by the House.

A joint report of the Councils on Medical Edu-
cation and Medical Service provided a detailed

study of possible medical staff problems posed

by the increasing appointment of salaried chiefs

of staff and department heads by hospital gov-

erning bodies.

The report pointed out that medical staff

rights and prerogatives could be thus shifted to

governing boards, and made several recommen-
dations for local medical staffs and medical so-
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cieties to counter the trend. Delegates adopted

the report.

The House also endorsed a Board report urg-

ing AMA members on the Joint Commission on

Accreditation of Hospitals to seek to amend
JCAH standards to provide due process for phy-

sicians employed in medico-administrative posi-

tions.

In related actions, Delegates supported mea-

sures to prevent local or regional duplication of

JCAH functions, and urged that JCAH be re-

quested “to limit requirements for medical audit

or other quality assurance activities by medical

staffs” to those whose necessity can be “docu-

mented” by the AMA Board of Trustees.

Foreign Medical Graduates: The House en-

dorsed a continuation of the fifth pathway con-

cept of the AMA for determining the qualifica-

tions of FMG’s, rejecting a proposal to eliminate

the program.

On other matters related to FMG’s, the House

requested additional information for considera-

tion and possible action at the 1975 Clinical

Meeting.

Medical Schools: The House voted to continue

opposition to medical manpower legislation now
before Congress which would require medical stu-

dents to repay capitation grants to their schools

or else provide “in-kind” service in areas stipu-

lated by government, and which would provide

federal control of the number and distribution

of residencies.

At the same time, delegates endorsed efforts

to increase the $10,000 maximum limit on fed-

erally-insured loans to medical students, and to

encourage a continuation of federal support for

medical and health manpower programs.

In other actions related to Physicians and Hos-

pitals and Medical Schools, the House:

—Adopted two reports addressing provisions

for safeguarding medical student records.

—Endorsed AMA support for the drafting of

essentials for residency programs in emergency

medicine.

—Reaffirmed the AMA position that physi-

cian assistants in hospitals should be supervised

by physicians, and urged that the policy be widely

disseminated.

Miscellaneous Actions of the House

Miscellaneous House actions include:

—Approval of Annual Conventions in St.

Louis, 1978; in New York, 1979; in Las Vegas,

1980; in San Francisco, 1981; and in Dallas,

1982.

—Referral for further study and subsequent

report model state legislation for the confiden-

tiality of medical records.

—-Encouragement of the development of medi-

cal-legal symposia involving medical and law

students by AMA and ABA representatives.

—Filing of a Board report which assures the

House that AMA’s anti-quackery activities will

be maintained.

—A recommendation that medical schools rec-

ognize contributions of women in medicine and

promote equal opportunities for them in educa-

tion and in practice.

—Adoption of a Board report defining planned

patient education programs and suggesting they

be reimbursable under health insurance.

—A recommendation that all medical students

be given opportunities for primary care experi-

ences in inner city or rural areas.

—Support for continued AMA involvement in

the evaluation of services to be provided by

emerging health occupations, and in judging the

appropriateness of each occupation.

Electro-

cardiogram

of the Month
ELUCIDATION

Analysis of the Electrocardiogram

A supraventricular tachyarrhythmia

at a rate of 200 is present. Distinct P
waves are not seen. There is rather

diffuse ST segment depression suggest-

ing ischemia. The most likely diagnosis

is atrial tachycardia.

Discussion

This arrhythmia proved to be unre-

sponsive to vasopressor therapy, edro-

phonium, quinidine and digitalization.

Propranolol was not given because of

asthma. All cardiac stimulant drugs

were discontinued, and electrical cardio-

version was administered to a dose of

150 joules. This also failed to terminate

the arrhythmia. The patient was then

taken to the cardiac catheterization

laboratory where atrial electrical stimu-

lation was begun. At a stimulation rate

of 220, transient atrial fibrillation oc-

curred which then spontaneously con-

verted to a normal sinus rhythm at a

rate of 92. No complications ensued,

and the patient has since been free of

further episodes of atrial tachycardia
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while being maintained on cromolyn

sodium, Digoxin and quinidine.

Paroxysmal supraventricular tachy-

cardia is seldom fatal or even produc-

tive of severe symptoms except when

prolonged or when it occurs in associ-

ation with underlying cardiac disease.

The attacks can usually be terminated

using the appropriate vagal maneuvers

and antiarrhythmic drugs. For the occa-

sional patient who does not respond to

these procedures, normal sinus rhythm

can be achieved with DC cardioversion.

When there is a contraindication to DC
cardioversion (digitalis toxicity or sus-

pected toxicity) or there are frequent

recurrences that necessitate multiple

countershocks, rapid atrial pacing has

been recommended and perhaps is the

treatment of choice. Although there

has been some controversy over the

place of rapid stimulation in the con-

version of atrial flutter, the use of right

atrial pacing to convert atrial tachy-

arrhythmias (other than atrial fibrilla-

tion) is generally accepted, and there

have been no known complications ex-

cept in cases with anomalous A-V con-

duction.

The mechanisms by which rapid

atrial stimulation converts supraventric-

ular tachycardias are probably either

one, or a combination of any, of the

following: 1) overdrive of an ectopic

supraventricular pacemaker focus with
resulting suppression; 2) conversion to

another supraventricular arrhythmia (ie,

atrial flutter to atrial fibrillation) for

which conditions do not permit self-per-

petuation; and 3) interruption of fixed

circus movement. The most likely mech-

anism of the arrhythmia in the patient

discussed in this report is that of a rapid

firing ectopic focus. This can be indi-

rectly assumed from the atrial stimula-

tory rate that resulted in conversion of

this patient’s arrhythmia (ie, it implies

overdrive suppression of an ectopic

focus). Further documentation, of

course, would have required pro-

grammed stimulation which was not

performed. In all of the reports to date,

rapid atrial stimulation has been used

when DC cardioversion was impractical.

The patient discussed herein is unusual

in that she proved refractory to all pos-

sible drug therapy as well as DC cardio-

version, but was easily converted to

sinus rhythm by rapid atrial stimulation.

Our experiences with her would seem
to suggest that in certain circumstances

rapid atrial pacing might not only be

preferable to DC cardioversion but

might also be the only effective treats

ment. The major disadvantages are, of

course, related to the fact that rapid

atrial stimulation is an invasive proce-

dure and requires a certain amount of

sophisticated equipment, and should be

performed by only those experienced in

the introduction and placement of intra-

cardiac catheters and by those equipped
to handle cardiovascular emergencies.
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Ascension

Calcasieu

East Baton Rouge
Jackson-Lincoln-Union

CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Date Place

Third Tuesday of every month Lake Charles

Fourth Tuesday of every month Baton Rouge
Second Tuesday of every month
Third Tuesday of every month

except summer months
Third Thursday of every month
Second Tuesday of every month Lafayette

Last Tuesday of every other month
Third Tuesday of every month Bastrop

Second Tuesday of every month
Second Tuesday of every month New Orleans
First Thursday of every month Monroe
First Monday of every month Alexandria

First Wednesday of every month
Second and fourth Thursdays of

every month Independence
Third Monday of every month
Third Thursday of every month
Quarterly—First Tuesday Feb., April, Sept., Nov. Shreveport

First Thursday of every month

Jefferson

Lafayette

Lafourche

Morehouse
Natchitoches

Orleans

Ouachita

Rapides

Sabine
Tangipahoa

Terre bonne
Second District

Shreveport

Vernon

PILL BOXES
Recently a young man was arrested for a

driving violation. He was searched and he had

a powdered drug in his pocket wrapped in cello-

phane. He was arrested for having a dangerous

substance on his person without testing. At the

moment of stress, he could not remember what
the drug actually was. He was fined $100.00

and released. He later realized it was Anacin

which had crumbled and deteriorated in his

pocket. He appealed the case, won his appeal,

and was reimbursed.

The moral to ths story is that little pill con-

tainers such as ladies carry in their purses should

be discontinued. Small containers, as small as

pill boxes are a thing of the future with the label

identifying the drug as a prescription product

thereon. This certainly is a partial solution for

pill carriers even though Anacin is not a pre-

scription drug. The small containers will prob-

ably be available for Anacin, etc. to minimize

such crumbling.

SOUTHERN MEDICAL ASSOCIATION
Dr. Thomas F. Dutcher will be course director

for the Southern Medical Association’s postgrad-

uate course, Bone Marrow Interpretation (Nov.

16), at SMA’s 69th Annual Scientific Meeting
in Miami Beach. An innovation of SMA, the

postgraduate courses are an important addition

to the Association’s Continuing Education Pro-

gram.

This program will consist of a review of bone

marrow pathology with emphasis on the inter-

pretation of biopsies and sections of aspirated
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marrow particles. Correlations of the bone mar-
row smears and sections will be emphasized. The
introductory period will be a discussion of tech-

niques for obtaining and processing the speci-

men. Subsequently, Kodachromes will be used

to review the normal bone marrow, selected dis-

eases of erythropoiesis, the myeloproliferative,

and lymphoproliferative disorders. There will be

time for audience participation via questions and
discussion.

This course is co-sponsored by the American
Society of Clinical Pathology, the Florida So-

ciety of Pathologists, and the SMA Section on
Medicine.

For more information on this or any post-

graduate courses contact Southern Medical Asso-

ciation, 2601 Highland Avenue South, Birming-

ham, Ala 35205.

LUNG’S ELASTICITY BEING STUDIED
A new method of tissue culture which may

provide a model system for the study of syn-

thesis, storage and secretion of surfactant, the

mysterious substance which gives the lungs elas-

ticity, recently was described by a spokesman
for the American Lung Association of La., Inc.

Alveolar-like structures which remain viable

for six weeks were cultured by William H. J.

Douglas, PhD, Lake Placid, N. Y. a Christmas

Seal researcher, according to W. Findley Ray-
mond, Executive Director, ALAL.

Fetal rat lung tissue was minced, washed, fil-

tered through nylon and centrifuges twice be-

fore being placed on gelatin sponge discs, then

incubated at 37 degrees, treated with antibiotics
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and rocked six times a minute to form struc-

tures resembling the type II alveolar pneumono-

cytes thought to secrete surfactant in the lungs.

Raymond said Dr. Douglas’ earlier efforts to

culture type II cells were complicated by the

extraordinary heterogeneity of lung tissue,

which persists in tissue and organ cultures.

The technique permits the fetal rat cells to dis-

perse and then reorganize to form alveolar-like

structures which have the distinctive features

seen in the cytoplasm, apical surfaces, and lumen

of type II cells.

Normally, surfactant from type II cells lines

the walls of the alveoli, the tiny air spaces in

the lung. By lowering surface tension where

the air meets the alveolar fluid, it allows the

alveoli to expand, and the lungs to ventilate.

When surfactant is absent in newborn infants,

respiratory distress syndrome (hyaline mem-
brane disease) results. Although medical science

knows that surfactant is produced during the

last weeks of gestation, and have tests to deter-

mine its presence, very little is known about its

manufacture, storage and secretion.

A better understanding of surfactant produc-

tion could lead to more effective treatment for

this condition, which claims more than 8,500 new-

born American babies each year.

COURSE IN NEUROTOLOGY MARCH 22

THROUGH 25, 1976
The Department of Otolaryngology of the

Abraham Lincoln School of Medicine and the

University of Illinois Hospital Eye nad Ear
Infirmary, University of Illinois at the Medical
Center, will conduct a continuing education
course in Neurotology, March 22 through 25,

1976.

The four-day intensive course will offer a
didactic and practical review of clinical neuro-
tology under the direction of Nicholas Torok,
MD. It will be held at the Eye and Ear Infir-

mary and will include basic vestibular physiol-

ogy and pathophysiology, commonly used testing

methods applied in functional examination of

the vestibular organ. Various forms of caloric

testing procedures will be demonstrated using
nystagmography, reading and evaluation of the
test results, particularly the nystagmogram, and
correlation with audiometric and neurologic
findings, final neurotological diagnosis, manage-
ment and treatment. Patients will be tested by
participants and the history, symptoms and test

results will be discussed in informal conferences.
Enrollment is limited to fifteen. For applica-

tion forms write to the Department of Otolaryn-
gology, 1855 West Taylor Street, Chicago.

0=3C=o
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Overdosage should be avoided in patients

severely ill with ulcerative colitis.

Adverse Reactions: Varying degrees of
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been reported: nervousness, drowsiness,

dizziness, insomnia, headache, loss of the

sense of taste, nausea, vomiting, constipation,

impotence and allergic dermatitis.

Dosage and Administration: The
recommended daily dosage for adult oral

therapy is one 15-mg. tablet with meals and
two at bedtime. Subsequent adjustment to

the patient’s requirements and tolerance

must be made.

How Supplied: Pro-BanthTne is supplied as

tablets of 15 and 7.5 mg., as prolonged-
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Masking of Mitral Stenosis by Pericardial Tamponade:

Hemodynamic Clarification After Pericardiocentesis

® Pericardial tamponade and mitral stenosis have characteristic

hemodynamic presentations at cardiac catheterization. A patient is

described in whom pericardial tamponade obscured the pressure

gradient between the left atrium and left ventricle characteristically

seen in mitral stenosis. After pericardiocentesis, the expected

gradient was demonstrated. Echocardiography suggested the coexis-

tence of these two normally distinct clinical entities.

P. JEFFREY BOWER, MD
MICHAEL C. FINN, MD

New Orleans

PERICARDIAL tamponade interferes

with ventricular filling, reduces for-

ward flow, and is characterized by equali-

zation of diastolic pressures within the

atria, ventricles, pulmonary artery and

pericardium .

1 -2 Mitral stenosis, on the

other hand, is characterized by a persis-

tent diastolic pressure gradient between

left atrium and left ventricle due to in-

terference to forward flow by the ob-

structing valve deformity .

3 We recently

have had the opportunity to study a pa-

tient with coexistent mitral stenosis and

pericardial tamponade. The hemodynamic
influence of the latter obscured the pres-

sure differences characteristically seen in

mitral stenosis. After pericardiocentesis,

the expected pressure gradient between

left atrium and left ventricle was demon-

strated. Echocardiography has been use-

Prom the Department of Internal Medicine,

Section on Cardiology, Alton Ochsner Medical

Foundation and Ochsner Clinic, New Orleans.

Reprint requests to Dr. Bower, 1514 Jefferson

Highway, New Orleans, La. 70121.

Fig 1. Echocardiogram suggesting mitral ste-

nosis and pericardial effusion.
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TABLE I

PRESSURE RECORDINGS BEFORE AND AFTER PERICARDIOCENTESIS

Location Before Pericard iocentesis After Perica rdiocentesis

mmHg Mean mmHg Mean

Pulmonary capillary wedge A 40 V 38 33 42/25 37

Left ventricle-end-diastolic 33 24

Pulmonary artery 60/33 41 52/35 42

Right ventricle 63/33 53/22

Right atrium A 28 V 33 31 A 20 V 20 17

Left ventricle 150/33 140/24

Aorta 150/100

Intrapericardial 28 17

Cardiac output (Fick) 4.1 L/min.

ful in diagnosing both mitral stenosis and

pericardial effusion, and, in this case, sug-

gested their coexistence .

4

Case Report
A 41-year-old woman was hospitalized in

March of 1973 with a one-week complaint of

shortness of breath and tightness in the chest.

She had had a flu-like illness with muscle aches

and weakness two months previously, and had
had a nonproductive cough subsequently. She
had been told that she had rheumatic fever as

a child, and had a history of smoking 1 % packs
of cigarettes daily for 20 years.

She was in obvious respiratory distress on

admission. The pulse rate was 150 beats per

minute and blood pressure, 106/74 mmHg.
Head and neck examinations were normal.

There was no significant lymphadenopathy. In-

spiratory rales and expiratory wheezes were
heard over both lung fields. The heart sounds

were diminished and obscured by noisy breath-

ing. The neck veins were distended 6 cm above

the clavicle with the patient sitting at a 45
degree angle. There was no pedal edema.

Admission electrocardiogram demonstrated

atrial flutter with 2:1 block. Chest roentgeno-

gram showed an enlarged heart, left pleural

effusion, and pulmonary venous congestion. The
patient was digitalized, and on the following

day, the heart rhythm was converted to nor-

mal sinus rhythm with direct current counter-
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shock. The electrocardiogram after cardiover-

sion showed only T-wave inversion in leads II,

III, AVF, and V
3
-V

6
.

After cardioversion, the first heart sound was
increased in intensity and there was a suggestion

of an opening snap. No murmurs or rubs were

evident. An echocardiogram demonstrated a

large pericardial effusion and a diminished E-F
slope of the anterior leaflet of the mitral valve,

suggesting mitral stenosis (Fig 1).

Right and left heart catheterizations were per-

formed prior to pericardiocentesis. Table 1

shows the pressures obtained before and after

pericardiocentesis. The intrapericardial, left ven-

tricular end-diastolic, mean pulmonary capillary

wedge, pulmonary artery diastolic, right ven-

tricular end-diastolic, and right atrial mean pres-

sures are all equivalent as is characteristic of

pericardial tamponade. Also, there is no diastolic

pressure difference between pulmonary artery

wedge and left ventricular end-diastolic pressure.

Fig 2 is a simultaneous recording of pulmonary
artery wedge and left ventricular pressure, and
there is no significant gradient between the two
positions. Other pressure contours were consis-

tent with pericardial tamponade, and a selective

right atrial cineangiogram demonstrated an
8 mm separation between the right atrial margin
and the right heart border, consistent with peri-

cardial effusion. Subsequent opacification of the

left ventricle demonstrated good left ventricular

contractions and apparently normal mitral valve

motion, with no mitral insufficiency demon-
strated.

Pericardiocentesis was productive of 625 ml
of bloody fluid. Fig 3 is a simultaneous record-

ing of pulmonary artery wedge and left ventric-

ular pressure after pericardiocentesis, and dem-
onstrates a 9 mm end-diastolic pressure differ-

ence, consistent with mitral valve stenosis.

The large “Y” descent in the wedge pressure

tracing is felt to represent evidence for con-

strictive pericarditis which in retrospect was due

to the infiltration of the pericardium and myo-
cardium by tumor. The elevated right heart

pressures after pei’icardiocentesis reflect con-

strictive pericarditis.

The patient was immediately improved after

pericardiocentesis. At this time a loud first heart

sound, diastolic rumble and opening snap could

be heard.

Cytologic study of the pericardial and pleural

fluids demonstrated malignant cells. A chest

roentgenogram taken elsewhere one month be-

fore admission revealed a left hilar mass. The
patient’s condition steadily deteriorated, and re-

peat pericardiocentesis was required 11 days
after admission for recurrent pericardial tam-
ponade. The following day a pericardial window
was created surgically. A biopsy of the peri-

cardium revealed mucinous adenocarcinoma.
Two weeks later the patient suddenly became

Fig 3. Recordings demonstrating diastolic pressure gradient between left ventricle and pulmonary

artery wedge position after pericardiocentesis. (Paper speed 50 mm/sec and 25 mm/sec respectively).
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cyanotic, went into shock, and died.

At autopsy, extensive infiltration of the

lungs, mediastinum and pericardial cavity by

adenocarcinoma was present. The mitral valve

orifice was 1.5 cm square and the anterior and

posterior leaflets were sclerotic and attached to

shortened and thickened chordae tendineae

;

findings were compatible with old rheumatic

valvulitis.

Discussion

Despite the relative frequency of both

mitral valve stenosis and pericardial

tamponade, no previous report of the

hemodynamic masking of mitral stenosis

by pericardial tamponade was found.

Gschnitzer5 reported two cases of mitral

stenosis in association with constrictive

pericarditis seen at operation. In one

case, the mitral stenosis was obscured by

constrictive pericarditis; and in the other

case, symptoms attributed to mitral ste-

nosis were found to be due in part to

pericardial constriction. The findings in

our case and those described by Gschnitzer

are not surprising. As the pressure gra-
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dient in mitral stenosis is primarily a

function of forward flow, it would be

expected that pericardial tamponade and

constrictive pericarditis would reduce or

abolish the gradient by interfering with

cardiac filling. Relief of tamponade, in

our case by pericardiocentesis, permitted

demonstration of a persistent diastolic

pressure gradient between the pulmonary

capillary wedge position (equal to left

atrium )
6 and left ventricle, even though

intrapericardial pressure continued to be

elevated and ventricular filling continued

to be compromised because of tumor in-

vasion of the epicardium and myocardium.

Our patient’s initial findings suggested

that she had a problem other than peri-

cardial restriction, as her initial chest

roentgenogram demonstrated pulmonary

venous congestion (a finding incompatible

with pericardial tamponade alone.) A
bedside echocardiogram, although not con-

sidered diagnostic, suggested the combined

nature of her problem. Even though our

patient’s ultimate course was not signifi-

cantly altered by the described hemo-

dynamic observations, the principle ex-

hibited is significant and justifies this

case report.
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Locked Dislocation of the Great Toe

• Locked dislocation of the great toe requires open reduction if

the sesamoid bones have not been fractured and are trapped

between the superior flare of the metatarsal neck and the inferior

flare of the proximal phalanx.

L. MERCER McKINLEY, MA, MB, Bch

GERALD L. DAVIS, MD
New Orleans

LOCKED dislocation of the great toe

is a comparative rarity, with only

50 cases found by Mouchet1 in 1931 when
he reported his case.

Some of these patients have had frac-

tures of the sesamoid bones which en-

able closed reduction, but in most cases

the sesamoids have not been fractured

producing an irreducible dislocation. In

Fig 1. Anteroposterior of foot showing dis-

location of great toe, with displaced sesamoids.

From the Department of Orthopaedic Surgery,

Ochsner Medical Center, New Orleans, La.

Reprint requests to Dr. Gerald L. Davis, Ochs-

ner Clinic, 1514 Jefferson Highway, New Or-

leans, La. 70121.

Fig 2. Lateral of foot showing dislocation

of great toe, with displaced sesamoids.

this case neither sesamoid was fractured,

and this necessitated an open reduction

to reduce the great toe.

Case Report

A 22-year-old man had his foot on the footrest

of his motorcycle when he struck a car. The

great toe was hyperextended, producing a dorsal

locked dislocation of the great toe (Figs 1 and 2)

and a fracture of the neck of the second meta-

tarsal.

Initial attempts at reduction under local an-

esthesia and later attempts under general anes-

thesia were both unsuccessful. It was necessary

to perform medial and lateral arthrotomies of

the first metatarsophalangeal joint in order to

displace the locked medial sesamoid into its

anatomical position using a periosteal elevator.

(Figs 3 and 4.)

The foot was placed in a short leg walking

cast for six weeks, and on removal of the cast,

the toe was somewhat stiff but achieved full

range of motion after about ten days.

Discussion

The intact sesamoid blocks reduction by

being trapped between the superior flare

October, 1975—Vol. 127, No. 10 389
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Fig 3. Anteroposterior of foot showing dis-

location reduced, in short leg cast.

of the metatarsal neck and the inferior

flare of the proximal phalanx. In the

previously reported cases, fragmented

sesamoids have not been as difficult to

reduce. Bipartite sesamoids do occur;

however, they are usually bilateral and

have a regular periosteal border and

should not be confused with the fractured

sesamoid.

Hyperextension of the first metatarsal-

phalangeal joint, although rare in clini-

cal practice, may result from motorcycle

injuries, falls from ladders, or heavily

stepping down. It is difficult to reduce

if a sesamoid is interposed.

References
1. Mouchet A: Deux cas de luxation dorsale complete

du gros orteil avec lesions des sesamoides. Revue d’Ortho-

pedie, T 18:221-227, 1931

Fig 4. Lateral of foot showing dislocation

reduced, in short leg cast.
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Nonvisualization of Gallbladder Due to

Cancer of Stomach

SEYMOUR FISKE OCHSNER, MD
New Orleans

Radiological demonstration of

the gallbladder is one of the most
reliable of radiological examinations.

It is important to realize, however, that

cholecystographic examination does

have some potential pitfalls in evalu-

ation of function of the gallbladder.

One of these potential errors is that

the contrast medium which the patient

has ingested may not be absorbed from
the alimentary tract. If it is not ab-

sorbed, of course, it cannot be excreted

into the bile by the liver and cannot

be concentrated in the patient’s gall-

bladder. It is important in any case of

“nonvisualization” for the clinician to

be certain that some disease has not

prevented the cholecystographic medi-

Fig 1. Cholecystogram. Gallbladder not visu-

alized. Most of contrast medium has been

retained in stomach.

From the Department of Radiology, Ochsner

Medical Center, 1514 Jefferson Highway, New
Orleans, La. 70121.

Fig 2. Barium examination of stomach

shows an annular, obstructive lesion of antrum

of stomach. Carcinoma.

um from getting to the absorptive mu-
cosa of the small bowel.

Case Report

Mrs. O.B., a 69-year-old Negro cook came to

an Ochsner Clinic physician with the complaint

of progressive indigestion for three months.

This was associated with considerable belching

and a sense of fullness after eating an average

size meal.

Physical examination was normal. An x-ray

examination of the gallbladder showed that al-

most all of the properly ingested gallbladder

medium was still in the stomach 15 hours later

(Fig 1). A barium study of the stomach on

the following day indicated the presence of an
obstructive lesion of the gastric antrum. The
radiographic appearance was quite characteristic

of annular carcinoma (Fig 2). A film of the

gallbladder area now showed greatly delayed
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J

Fig 3. Roentgenogram on subsequent day

showed normal, but delayed, visualization of

gallbladder.

visualization of the gallbladder—because the

contrast medium had emptied from the stomach

so slowly (Fig 3).

On June 17, 1959, a circumferential adeno-

carcinoma of the stomach was successfully re-

sected. Several nodes were involved with meta-

static disease. A year later the patient was seen

and was in fair health. Subsequently, she was
lost to follow-up.

Discussion

There are several reasons for nonvi-

sualization of the gallbladder that are

due to diseases that result in non-absorp-

tion of the contrast medium .

1 One of

these is disease of the stomach that

results in spastic or organic obstruction

at the pyloric outlet of the stomach. In

the case shown here, annular carcinoma

of the antrum of the stomach resulted

in retention of the cholecystographic

opaque medium in the stomach. When
the initial examination was done, almost

all of the contrast medium was found
to have remained in the stomach. If

this retention is subtle, it may lead to

a diagnosis of nonfunction of the gall-

bladder. In this case, residual contrast

medium in the stomach was so dramatic
that obstruction at the gastric outlet

392 J. Louisiana State M. Soc.



was immediately suspected. On the fol-

lowing day, ironically, the gallbladder

was shown to function well and to be

normal. Barium study of the stomach
showed an obstructing cancer of the

stomach.

This type of experience should lead

the radiologist to make a diagnosis of

nonvisualization of the gallbladder rather

than “nonfunction”. A true diagnosis

of nonfunction can be made only if all

the potential extracholecystic reasons

for nonvisualization have been ruled out.
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Ventricular Ectopy: Benign or Malignant?

JORGE I. MARTINEZ-LOPEZ, MD*
New Orleans

The rhythm strip (lead II) shown below belongs to a 20-year-old white soldier

with vague complaints and no known previous history of heart disease. The physi-
cal examination was normal except for intermittent abnormal splitting of the second
heart sound. He was on no medication.

Elucidation is on page 413.

* From the Cardiology Section, Department of Medicine, L.S.U. Medical Center and Cardiology
Department, Charity Hospital of Louisiana, at New Orleans.
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cjCetter3 to the Editor

The editor receives many letters during

the year which contribute much to solu-

tions to problems in organized medicine.

Frequently the writer is not a member of

the House of Delegates, is from a small

parish medical society, or for other rea-

sons his constructive comments are not

heard. For this reason, “Letters to the

Editor” will become a periodic feature on

the editorial page of this Journal. If you

have a solution, a comment, or a criti-

cism—write to us.

Ann C. Anderson, PhD, assistant pro-

fessor in the Department of Environmen-

tal Health Sciences, Tulane University, in

response to the editorial in the May issue

of the Journal “Talented-Unacceptable,”

responded with this constructive com-

ment:

“A recent editorial in the Journal of

the Louisiana State Medical Society de-

plored the extraordinary competition for

admission to medical schools and the dam-

age done to the medical education process

by the rejection of a significant number

of talented individuals. 1 Long-term ex-

pansion of physical facilities to accom-

modate increased enrollments is little con-

solation to the 26,171 capable applicants

who were denied admission to medical

schools in 1974. 2 How many of these could

have been channeled into medicine by
considering a viable alternative—a career

in public health?

The 19 Schools of Public Health in the

United States and Canada offer challeng-

ing opportunities in many facets of car-

ing for the health of the public. While
many traditional programs are tailored

for experienced health professionals to

keep them abreast of continuing technical

innovation, a significant number of pro-

grams are now being implemented specif-

ically to draw new talent into the health

field. These curricula are designed for

recent baccalaureate graduates and are
comprehensive in order to give the neo-
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phyte the skills necessary to function as

an effective member of the health care

team immediately upon graduation.

We are fortunate to have in Louisiana

the internationally known Tulane Univer-

sity School of Public Health and Tropical

Medicine. While the character and em-

phasis of the school are unique, the pro-

grams offered by Tulane serve as an

example of the kinds of career oppor-

tunities offered by Schools of Public

Health nationwide. The choices are varied

and a student can elect a field of science

or management while remaining closely

aligned with medicine per se.

A career in public health may appear

peripheral to the traditional concept of

medicine as embodied in the individual

patient-physician relationship. However,

the rapid growth of cities coupled with the

untoward effects of technology is making
personalized health care increasingly diffi-

cult to achieve. The emphasis on public

health and preventive medicine will have

to grow, simply to keep patient loads for

individual physicians within tolerable

limits. Schools of Public Health provide

the manpower to meet new demands in

the delivery of health care. Schools of

Public Health should be considered as

significant alternatives which serve as

vehicles for providing talented and respon-

sible individuals with challenging and

meaningful careers.”

References
1. Editorial 3.5-talented-unacceptabIe, J La St Med

Soc 5 :185-186, 1975

2. 74th annual report on medical education in the

US, 1 973-74. JAMA suppl. vol 231, 1975
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Doyou feel qualified to

diagnose your

insurance policy?

At Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

398

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

Physicians Led All Occupational Groups in trustworthiness, scoring 8.2 on a scale

of 1 to 10 in a survey by the Chilton Research Service. Bankers were second

with 7.9. Professors scored 7.3, reporters 5.8, politicians 3.7.

The Overall Death Rate in the United States in 1974 was the lowest ever reported

—9.1 deaths per 1,000 population, according to an estimate in a report issued

by Metropolitan Life. Cancer was the only leading cause of death which

recorded a rate increase over 1973. Heart disease, cerebrovascular disease,

influenza and pneumonia (combined), and motor vehicle accidents showed a

decrease. Infant mortality also was down while deaths from diabetes, cir-

rhosis of the liver, suicide, and homicide showed little or no change in rates

over the previous year. The Metropolitan Life statistics reported that cancer

mortality, which ranks second only to heart disease as a cause of death, showed
a fractional increase in the general population. The death rate from diseases

of the heart, currently responsible for nearly 40% of all deaths in this coun-

try, was 2.5% lower in 1974 than in 1973.

The Average Hourly Wages of Nurses (RNs, LPNs, and others) generally are

increasing at a slightly higher rate than those of workers in the rest of the

economy, reports the American Hospital Association. The AHA says wages of

registered nurses rose 9% between November 1973 and November 1974. Wages
of LPNs increased 10.0% and wages of other nursing personnel rose 11.6%.
Wages for nonsupervisory workers in the private nonagricultural sector

increased only 8.2% in that same period.

There Is No Evidence that laetrile, a purported anti-cancer substance being sold

illegally in the US, can cure or inhibit cancer, according to reports of cancer

research centers disclosed in the New York Times. Scientists at four cancer

research centers working under federal grants told the newspaper that their

work provides no scientific justification for testing laetrile, a derivative of

apricot pits, as a possible therapy for cancer patients.

645 Million Americans a Year Visit Physicians’ Offices, according to a survey of

of more than 1,500 physicians from May, 1973 through April, 1974, conducted

by the National Center for Health Statistics, in cooperation with the AMA and
17 other national medical organizations. Preliminary results of the survey show
that more than 40% of all office visits were made to general or family physi-

cians; more than 26% to medical specialists; 28.5% to surgical specialists; and
almost 5% to other specialists. Four categories accounted for almost half of all

visits—special conditions or examinations without sickness, 17.1%; diseases of

the respiratory system, 15.1%; diseases of the circulatory system, 9.2%, and
diseases of the nervous system and sense organs, 7.9%.

Cancer Death Rates are continuing to increase in countries where cigarette smoking
is widespread, the World Health Organization reported. Among data released

by the agency were reports that the death rate of cigarette smokers—male and
female—in Japan is 22% higher than that of nonsmokers, and that a “striking

reduction” in lung cancer mortality has been documented among British physi-

cians, most of whom are nonsmokers.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money. The question is

will you?

Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study. Then if they can't show
you how to save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you
deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS
Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

RESOLUTION
(Adopted by the LSMS House of Delegates, in

Special Session in Lafayette, Louisiana, Sep-

tember 21, 1975.)

SUBJECT: Commendation for Dr. John Cooksey.

WHEREAS, House Bill 1465 (Act 817 of

1975) embodies important legislation dealing

with Malpractice Insurance and with the han-

dling of malpractice claims in Louisiana, thereby

avoiding in the State of Louisiana a crisis seri-

ously affecting the availability of medical ser-

vices and health care in Louisiana; and

WHEREAS, the people of Louisiana and the

entire Medical Profession in Louisiana are great-

ly benefited by this legislation; and

WHEREAS, Dr. John Cooksey of Monroe, by
his keen foresight and by his courageous and
unfaltering pursuit of his personal convictions,

in the face of opposition and adversity, secured

the introduction of House Bill 1465 in the Leg-

islature, and thereafter, in largest measure was
personally responsible for its enactment into

law; therefore be it

RESOLVED, BY THE HOUSE OF DELE-
GATES OF THE LOUISIANA STATE MEDI-
CAL SOCIETY, that SPECIAL TRIBUTE and
HIGH HONOR are hereby given to Dr. John
Cooksey of Monroe for this outstanding accom-
plishment of the highest importance, and for the

leadership and example he has provided the

physicians of Louisiana, all at great personal

sacrifice and in the spirit of unselfish service

to his profession and to the public as a whole.

MINUTES
EXECUTIVE COMMITTEE

LOUISIANA STATE MEDICAL SOCIETY
New Orleans, Louisiana

August 14, 1975

President F. Michael Smith, Jr., MD, called the

meeting to order at 9:00 a.m. on the above date

in the Conference Room of the LSMS domicile.

Frank P. Incaprera, MD, offered the invocation.

Roll Call

F. Michael Smith, Jr., MD, President; Thomas
Y. Gladney, MD, President-Elect; Broox C. Gar-
rett, Jr., MD, Second Vice-President; Frank P.

Incaprera, MD, Third Vice-President; H. H.
Hardy, Jr., MD, Immediate Past President; Mau-
rice E. St. Martin, MD, Chairman, House of

Delegates; Eugene F. Worthen, MD, Vice-Chair-

man, House of Delegates; H. Ashton Thomas,

MD, Secretary-Treasurer; Lawrence D. Kava-

nagh, MD, Councilor, First District; John Tan-

ner, MD, Councilor, Second District; Elmo J.

Laborde, MD, Councilor, Third District; Carlton

L. Carpenter, Jr., MD, Councilor, Sixth District;

Conway S. Magee, MD, Councilor, Seventh Dis-

trict; William D. Henderson, MD, Councilor,

Eighth District.

Absent

Arthur G. Kleinschmidt, Jr., MD, First Vice-

President; C. Grenes Cole, MD, Secretary-Treas-

urer Emeritus; Sam L. Gill, MD, Councilor,

Fourth District; Stanley R. Mintz, MD, Coun-
cilor, Fifth District.

Others Present

Gordon W. Peek, MD, AMA Delegate; W.
Charles Miller, MD, AMA Delegate

;
Frank J.

Jones, MD, AMA Alternate Delegate; Frank A.

Riddick, Jr., MD, AMA Alternate Delegate;

Michael G. Crow, Legislative Consultant; J. A.

Sabatier, MD, Past President; James H. Stewart,

MD, Past President; James W. Vildibill, Jr., MD,
LAMPAC Chairman; Leon M. Langley, Jr., Di-

rector, Division of Socio-Economics; Paul Perret,

Associate Secretary-Treasurer; Mrs. William

Cloyd, Woman’s Auxiliary President; Mrs. A.

M. Alexander, Jr., Woman’s Auxiliary President-

Elect; Kenneth Wright Kemmerly, MD; Karen
Kehoe, Secretary to the Executive Committee;
Dorothy Maher, Secretary to the Councils on
Health, Education & Miscellaneous Business.

Confirmation of Mail Vote

Motion was made, seconded and carried to

confirm the following:

a. Approval of Minutes of 1975 House of

Delegates.

b. Approval of Minutes of Executive Com-
mittee meeting 6/5/75.

c. Approval of Amendments to LSMS Pen-
sion Plan.

d. Approval of active, dues-exempt, intern/

resident, service, academic and associate mem-
bership.

Reports of Officers

President—Dr. Smith reported on the AMA/
AHA meeting in Chicago that he and Dr.

Thomas recently attended. The President ad-

vised the Executive Committee that he had writ-
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Two years old— and already carrying the ball

for over one-half of the Society’s members.

Doctor,canwe carry it foryou too?

The Louisiana State Medical Society
Professional Liability Insurance Program

Administered by

of Louisiana, Inc.
One Shell Square • New Orleans, La. 70139 • 504/581-5581

*For details, contact your J&H counselor today

UNDERWRITTEN BY THE HARTFORD INSURANCE GROUP
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ORGANIZATION SECTION

ten to all committee chairmen, suggesting to

them possible committee projects aimed at edu-

cating the public of LSMS policies. He also

informed the Executive Committee of the ap-

pointment of an Ad Hoc Committee for Imple-

mentation of HB 1465 and Related Bills. Dr.

Smith also discussed the employment of Mr.

Jesse McDonald as Special Counsel for Imple-

mentation of HB 1465 (now Act 817), who
would serve as a technical advisor to the Ad
Hoc Committee. There was a discussion of the

contract with Mr. McDonald and his employ-

ment at a rate of $50 per hour. Following this

discussion Dr. Eugene Worthen made a motion,

which received a second, that the Executive Com-
mittee approve the contract with Mr. McDonald.

After further discussion of this matter, the

motion was amended to include that there be

an update of expenditures reported monthly. To

this end, Dr. Smith requested that the first,

second and third vice-presidents (Drs. Klein-

schmidt, Garrett and Incaprera, respectively)

serve as a sub-committee to approve monthly

statements of expenditures of special assessment

funds. The motion, as amended, was voted upon

and carried.

There was a brief discussion of possible future

legislative lobby efforts and the importance of

legislative contact. At this point, the discussion

turned to the matter of contributing $12,500 to

PALS. There was mention of the legality of

such a contribution, after which Dr. Thomas
Gladney made the following motion: that the

LSMS allocate up to $12,500 to PALS to be

used solely for educational and administrative

purposes, provided that it meets with the ap-

proval of Legal Counsel. The motion was

amended to state that any such appropriation

from the LSMS would come from the special

assessment fund. The amended motion was sec-

onded, voted upon and carried.

A letter from Caspar Weinberger, the then

Secretary of HEW, was discussed. The Presi-

dent stated that he would like to have the Ad
Hoc Committee to Study Ethical Peer Review

Mechanisms prepare a reply letter to the Secre-

tary of HEW, offering to meet with a repre-

sentative from the DHEW Washington office to

discuss the LSMS utilization review position.

Included with the letter should be the LSMS
UR packet. The letter should also ask the Sec-

retary what he feels is illegal about the LSMS
position. The President felt that if, after such

a meeting, the Secretary of HEW still opposes

us, then the LSMS should file a suit to enjoin

HEW from prohibiting a hospital from exercis-

ing Option iii, S. 1861 (K), as per the advice

of Legal Counsel. Dr. Gladney moved that the

Executive Committee approve the recommenda-

tions of the President in this regard; the motion

was seconded and carried.

Secretary-Treasurer— Dr. Thomas gave a

membership report indicating an increase in

LSMS active members of 100 and a decrease in

AMA active members of 116 compared to the

same period last year.

Dr. Thomas also reported on receipts and ex-

penditures to date of the special assessment

fund.

The Secretary-Treasurer brought up the mat-

ter of appropriating funds for custom em-

broidered emblems for the Auxiliary. Upon
motion by Dr. St. Martin, seconded and carried,

the Executive Committee approved a $500 ap-

propriation to the Woman’s Auxiliary for the

purchase of embroidered emblems.

Dr. Thomas also summarized, for the infor-

mation of the Committee, the activities of the

National Health Service Corps.

Report of Board of Councilors

Dr. John Tanner stated that the only matter

of business considered by the Board was a com-
plaint from the Jefferson Parish Medical Society

regarding a radiology group on the westbank.

The Board agreed that the complaint was un-

justified; therefore, no action was taken.

PRIVATE PRACTICES IN

SOUTHERN LOUISIANA

Associate practices in general

practice, internal medicine,

urology, radiology, and anes-

thesiology. Attractive income

guarantees. No fee. Not an

employment agency.

Please send C.V. to

SANFORD SMITH

Director of Physician Planning

Hospital Management Corporation

P. O. Box 9836, 909-A Federal Road

Houston, Texas 77015

713/455-1761
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A powerful lot of people

have been saving at

Eureka since 1884

See Eureka for Home Loans

Dr. Tanner also stated that there would be a

meeting of the Board of Councilors immediately

following the Executive Committee meeting.

Special Order

Dr. Smith discussed proposed funding by the

Robert Wood Johnson Foundation of a primary

care facility at Mercy Hospital. Dr. Lawrence

Kavanagh offered further information in this

regard, stating that such funds were primarily

to help start hospital-based primary care groups.

After this discussion, Dr. Incaprera made a mo-

tion that a special group be appointed to formu-

late a policy of the LSMS regarding hospitals

entering into these primary care groups—with

specific reference to the recent proposal by the

Robert Wood Johnson Foundation to set up

primary care facilities. This motion received a

second, was voted upon and carried. Dr. Smith

appointed the following doctors to serve in that

capacity: Drs. Kleinschmidt, Incaprera, Thomas,

Kavanagh and Tanner. Upon motion by Dr.

Thomas, seconded and carried, the Secretary-

Treasurer will write letters to the Orleans and
Jefferson Parish Medical Societies asking that

they take appropriate study and action in this

regard.

Reports of Committees

The matter of the Report of the Committee

on Infectious Disease Control, which had been

filed by the 1975 House of Delegates, was dis-

cussed. Dr. Worthen moved that the Executive

Committee approve sending this report with rec-

ommendations back to the House of Delegates,

asking that it be reconsidered and endorsed. He
added that he would like to write to the com-

mittee chairmen referable to the length and
recommendations of their committee reports.

The motion was seconded, voted upon and
carried.

Other Reports

In the absence of Mr. Henry Alsobrook, his

written Legal Counsel report referable to utili-

zation review was received for information by
the Executive Committee.

James W. Vildibill, Jr., MD, LAMPAC Chair-

man, gave a membership report of that organi-

zation, indicating air increase of 22 members
over the same period last year. This report was
filed for information.

Mrs. William Cloyd, Auxiliary President, gave

the report of the Woman’s Auxiliary. Mrs.

Cloyd discussed the AMA meeting, at which the

LSMS Auxiliary was recognized as having the

greatest percentage increase of members at

large. The Auxiliary report was received for

filing.

In the absence of Dr. Terence Beven, Mr.

Leon Langley presented the report of the Coun-

J. Louisiana State M. Soc.
2525 Canal Street Phone 822-0650

110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY



Forpeoplewho
in’t afford tobe out of touch.

“ThePocket Pager’’from Radiofone
cket Pager
hat.

/ one half

; of a pack
ettes and
only four

. The
Pager
ly on your belt, in

icket, or in your purse.

Using the Pocket Pager is simple.

When something comes up,

all your answering service,

office or home has to do
is dial your pager number.
Your Pocket Pager gives

you an alert “beeping''

tone. You just pick up the

nearest phone, call in and
get your message.

to month basis.

The monthly rate

p includes equipment,
maintenance and

loaner service. You
pay one price for

complete service.

You can even
insure your pager

through Radiofone.

Radiofone’s Pocket Pager turns

your leisure time into “worry-

free” time, on City Park

Links, at the Lakefront, or

touring the Vieux Carre.

You're never out of touch
with your office or family.

Even your babysitter

4 can contact you
in case of an
emergency.

You’re in touch no matter where you
are in the Crescent
City. Uptown,
Downtown,
Metairie, the

Westbank,
everywhere
within a 20 air

mile radius of

the Central

Business District.

Rental Plan. Radiofone s Pocket Pager,
(or "Beeper’’) Service can begin sav-
ing you time and money, today! The
"Beepers" are leased to you on a month

Purchase Plan.

If you would rather own the

"Beeper” than lease . . . Radiofone
will let you buy your “Beepers” under

several payment plans. Look into

added savings today! We will be glad

to show you our complete selection

of pocket pagers (“Beepers”).

For more information, stop in at one of

Radiofone’s Showrooms either 507
Carondelet Street, or 3100 5th Street,

Metairie, or call 837-8330.

Rodioforus
Beep. Beep. You’re in touch!



ORGANIZATION SECTION

cil on Legislation. Mr. Langley stressed the im-

portance of implementing the recently passed

liability insurance legislation. Mr. Langley also

informed the Executive Committee that he was

presently in the process of compiling a voting

record of the legislators on the medically related

bills considered at the 1975 legislative session.

This information will be distributed to the

LSMS membership at large. In closing, Mr.

Langley emphasized the need to maintain our

efforts at the legislature and took the oppor-

tunity to introduce Wright Kemmerly, MD, who
spent many hours in Baton Rouge assisting the

efforts of the Legislative Council. A written

report from the Legislative Council Chairman,

for consideration at the next Executive Commit-
tee meeting, was distributed to members. Mr.

Langley’s oral report was received for the infor-

mation of the Committee.

Unfinished Business

The members of the Executive Committee

discussed the matter of the special assessment

being voluntary or mandatory. Some members
of the Executive Com'mitee felt that making the

assessment mandatory would be overruling the

action of the House of Delegates, as per Special

Resolution No. 4 in which the Executive Com-

mittee was authorized to institute a voluntary

assessment to establish a public relations cam-
paign fund referable to utilization review.

Other members felt that the Executive Commit-
tee had the right to make the assessment manda-
tory, and that this assessment has nothing to do

with Special Resolution No. 4, since its purposes

are more far-reaching. At this point, Dr. Con-
way Magee made the following motion: that the

membership of the LSMS be informed through

CAPSULES that payment of the $100 special

assessment is voluntary—on the basis of specific

resolution by the House of Delegates, approved
by the membership at the 1975 general meeting,

and agreed to by the Executive Committee. This

motion received a second, was voted upon and
defeated.

Dr. Carlton Carpenter moved that all members
who have not paid the assessment be sent a copy
of the poll and be advised that they have not yet

made payment. This motion died for lack of a

second.

There was some question as to whether a
physician would lose his membership and the

right to participate in the LSMS professional

liability insurance program if he did not pay the

assessment. It was stated that no one could lose

his membership because of non-payment of the

406 J. Louisiana State M. Soc.
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RUCKER PHARMACAL CO., INC.
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In The State Of Louisiana

Including Complete Manufacturing Facilities
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RUCKER PHARMACAL CO., INC.
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assessment until the House of Delegates con-

firmed the action of the Executive Committee.

After further discussion of the assessment,

Dr. H. H. Hardy made the following motion:

that the Executive Committee write a letter to

the members of the House of Delegates and

state that it understands that there was a volun-

tary contribution passed by them, but that since

that time other areas of concern where funds

are needed have arisen, and it is the recommen-

dation of the Executive Committee that this

assessment be mandatory. Due to lack of a sec-

ond, this motion failed.

In order to resolve the problem of whether

the assessment be mandatory or voluntary, Dr.

H. Ashton Thomas made a motion that the Exec-

utive Committee call a Special Session of the

House of Delegates in Lafayette. This motion

received a second, was voted upon and carried.

Futher, Dr. Hardy moved that in the event

facilities in Lafayette are not available, that our

second choice for a meeting place be Alexandria

and our third choice be Baton Rouge. This

motion was seconded and carried. Dr. Maurice

St. Martin moved that the Special Session be

held on a Sunday. This was seconded, voted

upon and carried. Dr. Frank Incaprera made a

motion, which was seconded and carried, that

the Special Session of the House of Delegates

be held on September 21, 1975.

The LSMS staff was instructed to prepare the

call of the meeting, which should include the

following items: 1) The question of the $100
special assessment being mandatory or voluntary

and a discussion of the needs, mechanics, uses

and safeguards to be employed relative to the

expenditure of funds raised by the assessment;

2) an educational presentation on the profes-

sional liability insurance legislative package and
its implementation; 3) a presentation by PALS
and LAMPAC; and 4) a discussion of future
legislative lobby efforts by the LSMS (branch
office in Baton Rouge, etc.).

New Business

A request for LSMS co-sponsorship of a two-
day cancer seminar in Lafayette Parish was con-
sidered. Upon motion made by Dr. Gladney,
seconded and carried, the Executive Committee
granted approval of co-sponsoring such a semi-
nar by the Lafayette Parish Unit of the Amer-
ican Cancer Society.

The matter of appointing a successor for the
late Dr. Ambrose Storck to the Charity Hospital
Tumor Registry Board was discussed. By motion
made by Dr. Maurice St. Martin, seconded and
carried, the Executive Committee recommended
the appointment of Dr. Friedrichs Harris to serve
on this Board.

There was a discussion of the Hartford Master

Contract for professional liability insurance,

after which Dr. Conway Magee requested that

the Executive Committee be supplied with per-

tinent material in this regard. There was no

objection, and this was so ordered.

Special Order

Dr. Gordon Peek, in his AMA Delegates Re-

port, emphasized the need for support of the

AMA.
After a telephone call to Lafayette, Dr. Elmo

Laborde informed the Executive Committee that

the Holiday Inn North had facilities available

for Sunday, September 21, for the Special Ses-

sion of the House of Delegates.

Adjournment

There being no further business, the meeting
was adjourned.

Sports Art
633 Toulouse Street, in the French Quarter

New Orleans, Louisiana 524-5031

Boat courtesy Duvic's Inc.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson -Lincoln- Union Third Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month 1 ndependence

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

JOELLEN SMITH MEMORIAL HOSPITAL
The JoEllen Smith Memorial Hospital is a

four story general acute full service hospital

which upon completion will consist of 127 beds

and will provide 24 medical services. It is

located at 4444 General Meyer Avenue in Al-

giers, on the west bank of New Orleans.

The hospital is well organized architecturally

and designed to provide better and more imme-
diate health care for the patient. The ancillary

services are all located on the first floor for

easy and efficient access to all departments and

the vertical transportation system is centrally

located to provide independent operation for

public needs. This floor also contains the admin-

istration office, a complete cafeteria, a chapel,

the morgue, the laboratory and x-ray depart-

ments, and the emergency room.

Located also on the first floor are the 5

operating rooms providing the ultimate in mod-
ern surgical and technical equipment. A com-
pletely monitored recovery area is adjacent,

capable of handling 8 patients simultaneously

and nearby are 3 coronary care beds with one

isolated coronary care bed, and 4 intensive care

beds also equipped with a complete monitoring

system and a special alarm system to provide

an instantaneous notice of an emergency.

A new concept of establishing a complete

women’s hospital within the hospital is intro-

duced on the second floor where there are 3

delivery rooms and 5 labor rooms equipped

with a corometrics fetal heart monitoring sys-

tem. The adjacent nursery will be furnished

with the ultimate in infant care equipment in-

cluding an Ohio Transport Incubator, a C Pap
machine and a Baby Bird. An intensive care

area and isolation area will be staffed by spe-

cially trained nurses.

The 3rd and 4th floors contain the medical,

surgical patients’ rooms. The patients’ rooms are

contained in circular towers with a nurse’s

station in the central open area of each circular

pod to allow the nurse direct visual contact

with the patient. The furthest patient is no

more than 30 feet from the nurse. The most
modern equipment available is provided in order

to achieve highest quality patient care.

A telemetry system will be installed through-

out the hospital to support the progressive care

concept for stroke, coronary and trauma pa-

tients. The monitoring equipment allows any
patient in any room to be monitored. Video tape

recording equipment will allow patients to turn

on a television program to receive video lectures

on various subjects. This same service will be

used for inservice training of nurses and para-

medics.

Computers will be used extensively to man-
age the laboratory data, arrhythmia detection,

alarm in cardiac patients, pharmacology and
medication data storage and retrieval, in addi-

tion to a computer system for billing and ac-

counting.

A 40,000 square foot, 4 story professional

office building is adjacent to the hospital. This

will contain 30 physicians’ offices and a number
of retail spaces. A large parking area is adjacent

to the building.

JoEllen Smith Memorial Hospital is privately
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Attention Louisiana Physicians:

Cone

early, or

stay late.

Take advantage of the off season rate.

Combine your education & your vacation.

Southern Medical Association

69 th Annual

Scientific Meeting

Miami Beach, Florida- Hotel Fontainebleau

Nov. 16-19, 1975
We could draw pretty word pictures

about Miami—the scintillating beaches, the

glamorous hotels, the superb cuisine, the

intriguing spots to visit, the unequaled
vacationland— but we won’t. You’ll have to

find out for yourself.

But we will tell you about the most ex-
citing scientific medical meeting of the year
- the 69th Annual Scientific Meeting of the
Southern Medical Association - featuring

a wide range of symposia, 22 sections, live

teaching demonstrations, learning center,

postgraduate courses, closed-circuit televi-

sion-something for every specialty.

The Continuing Education Program ol

the Southern Medical Association has been
granted full approval by the American
Medical Association’s Council of Medical

Education.

The best of two worlds is awaiting you.

Make your plans now while reservation;

are available. Write: Southern Medica
Association, 2601 Highland Avenue, Bir

mingham, Alabama 35205.
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owned by a group of West Bank doctors and is

operated by Medenco Incorporated.

The first 3 floors of the hospital will open

October 18, 1975. The additional floor will open

in early November, 1975. Charles Sexton, Ad-

ministrator, will gladly provide any additional

information. Please write him in care of the

hospital or call (504) 362-8245.

SOCIAL WORK AND THE LAW TO BE
TOPIC OF NOVEMBER BOSTON

CONFERENCE
Recognizing that social workers must keep

abreast of the changing legal aspects concerning

the problems of their patients and their clients,

the American Society of Law & Medicine an-

nounces a unique seminar on “Social Work and

the Law” to be held November 8, 1975, 9:00

A.M. to 5 :00 P.M. at the Boston College Chest-

nut Hill, Massachusetts campus. The program,

cosponsored by the National Association of So-

cial Workers and Boston College Law School,

will address itself to the many legal problems

and issues about which social workers need to

acquire a working knowledge in rendering their

professional services.

Heavy emphasis will be placed on the medico-

legal aspects of social work, particularly in re-

gard to patients’ rights. Among the topics to

be explored are confidentiality, record keeping

and informed consent of patients; the involve-

ment of social workers with the Medicare, Medi-

caid and Social Security regulations; the legal

rights of children to treatment and privacy issues

concerned therewith; medicolegal implications of

the social worker’s role with mental patients and
mentally handicapped individuals. Other topics

to be discussed include domestic relations, land-

lord-tenant issues and the problems of clients

involved in the criminal law system.

ALCOHOLISM TREATMENT FACILITY
OPENED IN NEW ORLEANS

The first medically-oriented, private alcohol-

ism treatment facility in Louisiana has opened
in New Orleans. Housed at Sara Mayo Hospital,

the Alcoholism Treatment and Rehabilitation

Center is a joint project between Sara Mayo
and Tulane Medical Center.

Announcement of the new facility has been

made by Donald J. Nalty, president of the hos-

pital’s board; Mrs. Bernice Steiner, administra-

tor of the hospital; Dr. John J. Walsh, chancel-

lor of Tulane Medical Center; and Dr. Robert

G. Heath, head of the department of psychiatry

and neurology at Tulane.

Sara Mayo is providing full hospital facilities

and nursing services for the 29-bed treatment

center, while Tulane’s department of psychiatry

is providing the doctors for the center.

Dr. William Mark Dean, assistant professor of

psychiatry at Tulane Medical Center, has been
appointed medical director of the unit.

According to Dr. Dean, patients there receive

highly specialized treatment including weekly
visits from a representative of Alcoholics Anony-
mous, individual psychotherapy, and recreational

and occupational therapy. “We will use a group
therapy approach whenever possible,” he said,

“and try to get the families and employers of

patients involved too.”

The center will provide both inpatient and

outpatient services.

“In the past, alcoholism sufferers had a choice

between state hospitals or going out of state if

they wished treatment in a private hospital,”

Dr. Heath pointed out, “but now they can come
to a general private hospital in a convenient

location.”

Through their joint project, Tulane and Sara

Mayo hope to help alleviate the serious problem

of alcoholism in this area as well as the job

absenteeism, family tragedy and physical illness

that often result.

Surveys show there are 180,000 alcoholics in

Louisiana and 60,000 in Greater New Orleans,

including 25,000 in the work force, Heath said.

PFIZER PHARMACEUTICALS’ ROERIG
DIVISION INTRODUCES HELMINTHIC

EDUCATIONAL LITERATURE
BOOKLET

The Roerig Division of Pfizer Pharmaceuticals

has announced the introduction of “A Guide to

Educational Literature.” This colorfully-illus-

trated handbook describes literature and educa-

tional materials available to the medical and
nursing professions, health educators and stu-

dents preparing for these fields. The publica-

tions and audiovisual aids offered are all con-

cerned with the field of helminthic infection.

Two full-color brochures, “Treating Pinworm
Infection” and “Treating Roundworm Infec-

tion,” carry no commercial message and may be

ordered in quantity for distribution to patients

and health classes. Colorful posters designed to

increase awareness of common helminth are also

offered.

Other publications and audiovisual aids fea-

tured in the catalog deal explicitly with the most
prevalent North American helminthic infections,

roundworms and the most widely spread, pin-

worms, currently estimated to afflict 20 million

Americans.

Copies of “A Guide to Educational Litera-

ture” can be obtained by health professionals
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and medical librarians by writing to Roerig, a

division of Pfizer Pharmaceuticals, 235 East

42nd Street, New York, N. Y. 10017.

HEALTH CARE PROFESSIONALS ELIGIBLE
FOR ACLM MEMBERSHIP

The American College of Legal Medicine

(ACLM) has established a new membership

category providing interested allied health care

personnel with the opportunity to join the Col-

lege as Associate in Science members.

Applicants must hold a baccalaureate degree

or its equivalent in a field of specialized health

care or medical science
;
have held faculty status

in an approved allied health care or medical

science school for at least five years prior to

application; or been employed in an allied health

care or medical science practice for the same

period.

All ACLM members must be sponsored by at

least one Fellow of the College and be approved

by the Boai’d of Governors.

Previously, College membership had been open

only to licensed physicians, members of the bar,

or students of these professions. However, the

Board of Governors believes that the increased

involvement of all health care personnel in many
aspects of medicolegal affairs warranted provid-

ing interested health professionals with mem-
bership.

For further information on the College and
membership applications, contact ACLM, Mem-
bership Department, 1340 North Astor Street,

Chicago, Illinois 60610.

NEW TEST SPOTS SICKLE CELL
DISEASE AT BIRTH

Scientists at the University of Southern Cali-

fornia’s Sickle Cell Center in Los Angeles have
apparently perfected a safe, inexpensive test

which can detect the presence of sickle cell dis-

ease within two hours of birth, according to a

report in the May issue of Pediatrics.

The test, called microcolumn chromatography,
uses blood already drawn routinely from the

umbilical cord of the newborn infant. The
method can be used to detect children with an
active case of sickle cell disease as well as those

who are carriers of the trait, but do not have
an active case of the disease. In addition, the

test can confirm other types of blood abnormali-
ties.

The new procedure was used on more than

10,000 consecutively born infants since 1973.

Six children were diagnosed as having sickle

cell anemia as a result of the tests, and 143

others were diagnosed as having sickle cell trait.

The diagnoses were later confirmed by other

tests.

The scientists pointed out that the test allows

early identification of infants with sickle cell

disease, thus permitting the delivery of better

health care. It also helps to quickly relieve the

anxiety of parents who have sickle cell disease

and are afraid it may have been passed on to

their infants.

Authors of the Pediatrics report are Darleen

Powers, MD, Walter A. Schroeder, PhD, and

Linda White.

THIRD ANNUAL HAIR TRANSPLANT
SYMPOSIUM AND WORKSHOP

The American Society for Dermatologic Sur-

gery, The American Academy of Facial Plastic

and Reconstructive Surgery, and The American
Association of Cosmetic Surgeons are cosponsor-

ing this conference which is designed to offer

an opportunity for the exchange of ideas among
various disciplines and to present the latest ad-

vances in techniques on hair transplantation. It

will be held February 13 and 14, 1976, at the

Stough Dermatology and Cutaneous Surgery
Clinic, P. A., Doctors Park, Hot Springs, Arkan-

sas 71901. Attendance will be limited. Faculty

will include: dermatologists, otolaryngologists,

regional and general plastic surgeons.

For further information, contact: D. B.

Stough, III, MD, Program Director, Doctors

Park, Hot Springs, Arkansas 71901.

PHYSICIANS—HAVE YOU STUDIED
THIS POSSIBILITY?

Less paperwork, more family-life time, no

liability insurance, good salary (including an

annual bonus of between $10,000 and $13,500),

etc. If you are 57 years of age or less, you

are eligible. You might even want to consider

becoming a “Flight Surgeon”.

For more detailed information about the Air

Force Physician Program, contact Captain Lloyd

Montero, Detachment 309, 3503d USAF Re-

cruiting Group, 4400 Dauphine Street, New Or-

leans, Louisiana 70146, phone 504-589-6631.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Diagnosis : Accelerated Idioventricu-

lar Rhythm.

At the beginning of the tracing the

first three beats show a normal sinus

rhythm (NSR). The second QRS com-

plex, however, is slightly different from

the flanking normal QRS complexes,

and represents a fusion beat. The

fourth through fifteenth beats are bi-

zarre in appearance, longer in duration,

are not preceded by P waves, and are

followed by secondary ST-T changes.

These complexes represent the acceler-

ated ventricular escape rhythm which

becomes manifest when the sinus

rhythm slows down. A fusion beat

is again seen in the transition per-

iod from AIVR to NSR. Subsequently,

several episodes of AIVR recur. In the

bottom strip, the fourth beat is preceded

by a P wave, which is obviously not

conducted.

Discussion

AIVR is not indicative of heart dis-

ease. It may be observed in otherwise

healthy subjects or in association with

heart disease. The reported incidence

in acute myocardial infarction varies

from 16 percent to 36 percent. Also,

AIVR may be an expression of toxicity

in patients taking digitalis.

The arrhythmia represents a sus-

tained, 'passive ventricular rhythm
which, although ectopic in origin, is

benign in nature. The QRS complexes

are abnormal in shape and duration,

with secondary ST-T changes. The ven-

tricular rate varies from 50 to 100/min-

ute and is regular. Most commonly, the

ectopic center is unifocal, but it may be

multifocal. Transient isorhythmic AV
dissociation occurs when AIVR becomes

manifest. Fusion beats are common and

represent transitional ventricular com-

plexes.

Ordinarily, the fastest pacemaker is

in control of the heart. Consequently,

slower subsidiary pacemakers are sup-

pressed and kept from firing sponta-

neously. Ventricular arrhythmias may
become manifest when the dominant

pacemaker fails to depolarize the ven-

tricles or when the ectopic focus be-

comes the fastest pacemaker. Hence,

circumstances which may promote the

appearance of AIVR include: a) dis-

turbances of impulse conduction, such

as SA and AV block; b) disturbances

of impulse formation, such as marked
sinus bradycardia or sinus arrest;

c) when the inherent rate of the ven-

tricular focus exceeds that of the nor-

mally firing SA node; and, d) combina-

tions of the above.

The major clinical distinction is be-

tween AIVR and true ventricular tachy-

cardia and junctional rhythm with aber-

rant conduction. Less frequently, AIVR
may be confused with premature ven-

tricular beats and ventricular parasys-

tole. Although the surface electrocar-

diogram is extremely useful in differ-

entiating these arrhythmias, bundle of

His electrograms may be necessary to

determine whether AIVR or junctional

rhythm with aberrant conduction is

present.

The treatment of AIVR in the absence

of heart disease is . . masterly inac-

tivity . . .”, for the condition is hemo-

dynamically insignificant and does not

pose the threat of more serious arrhyth-

mias. Rarely is active treatment indi-

cated even when heart disease coexists.

However, AIVR may need to be abol-

ished when there are adverse hemo-

dynamic effects resulting from loss of

atrial contribution or from a fast ven-
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tricular rate. Otherwise, treatment is

directed at the underlying cardiac dis-

order. Though transient AV dissocia-

tion does occur during AIVR, it must

not be confused with complete heart

block. Therefore, cardiac pacing is not

indicated.

Selected References

1. Rothfeld EL, Zucher IR: Multiform accelerated

idioventricular rhythm. Angiology 25 :457-461, 1974

2. Schamroth L: Idioventricular tachycardia. J Elec-

trocardiology 1 :205-212, 1968

3. Lichstein E et al: Incidence and description of

accelerated ventricular rhythm complicating actue myo-

cardial infarction. Am J Med 58:192-198, 1975

4. Massumi RA, Ali N : Accelerated isorhythmic ven-

tricular rhythms. Am J Cardiol 26:170-185, 1970
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Cardiac Arrest and Resuscitation; by Dr. H. E.

Stephenson, Jr. Ed. 4, The C. V. Mosby Com-
pany, 1974, $47.50.

This 4th edition of the book edited by Dr. H. E.

Stephenson, Jr. entitled, Cardiac Arrest and Re-

suscitation, is of the utmost importance at the

time when more and more attention is being paid

to the delivery of emergency care, especially in

the extra-hospitalory situation.

The approach taken in editing this book seems

logical and clear, giving the reader good and
solid material that will clearly enhance his

knowledge.

The book has been written not only for the

doctor in charge of the emergency room but for

all the personnel involved in delivery of acute
care, ie, nurses and emergency medical techni-

cians. Medical students will find in this book a
valuable source for the scientific understanding
of the events related to the cardiac arrest.

The articles discussing the pathophysiologic

events in cardiac arrest, the pharmacology of re-

suscitation, and the techniques of cardiopulmo-

nary resuscitation, are by themselves so impor-
tant, that they give the reader real compact
information.

The chapter on “Organization and Application

of Effective Resuscitation” is intelligently writ-

ten, and gives a clear-cut basis for personnel in

charge of the development and management of

units for care of cardiopulmonary emergencies.

Unfortunately, the changes occurring in the

field of management of cardiac arrest and re-

suscitation are so rapid due to the tremendous

developments of electronics that some portions

of this book discussing electric instruments very

soon will need revision.

Rather than having a bibliography at the end

indexed by authors, I would have preferred in-

dexing it by its content, so a more rapid source

of references would be available.

As stated before, this book constitutes a must

for all personnel in charge of delivery of emer-

gency care, and should be available in all med-

ical libraries, as well as, in every emergency
room and critically-ill care units.

Martine Wartenberg, MD

Pharmacotherapy and Psychotherapy : Para-

doxes, Problems and Progress. Group for the

Advancement of Psychiatry, 167 p, 1975, $6.

(419 Park Avenue South, New York, N. Y.

10016.)

This volume demonstrates the determination

of the Group for the Advancement of Psychiatry

to remain at the cutting edge of psychiatry, while

clarifying crucial problems and issues. It is a

position statement, as well as a thoughtful work
by a major psychiatric group, on the interrela-

tionship of drugs and psychotherapy. In a time

when there is considerable conflict regarding ap-

propriate utilization of drugs, regulation by fed-

eral agencies, and major innovations insofar as

the efficacy of drugs is concerned, this volume
provides sober, provocative thinking.

With increasing utilization of drugs, psycho-

biology has emerged as an increasingly valuable

addition to the armamentarium for the treatment

of mental illness. The book is written in such

a manner that, while it will prove valuable for

psychiatrists, it is at a level whereby non-

psychiatric physicians will find it easy to read

and of substantial value. This is especially im-

portant because of the necessity of non-psychi-

atric physicians becoming more knowledgeable
and experienced in the use of psychotropic drugs.

The authors point out that American psychiatry

is reacting against the orthodox psychoanalytic

concepts and appreciating the value of symptom
removal as a basic curative process. The newer
therapies in psychiatry are appreciated in an
eclectic manner.

Throughout the book, however, there is a con-

stant concern, and that concern is that not

enough of American medicine’s energies and
funds are being devoted to the important re-

search in this fast emerging field of psycho-

biology.

This small book is one of the most valuable

additions to the psychiatric literature.

Gene Usdin, MD

Treatment of Cardiac Emergencies; by Emanuel
Goldberger, MD, FACP. The C. V. Mosby
Company, St. Louis, 355 p, $14.

The book is a beautifully organized and well

svritten volume on cardiovascular emergencies.

One author has illustrated his cautious, calm,

conservative and practical approach to the han-

dling of emergency situations. His diagrams and
rhythm strips are well chosen and he lists

excellent references to further knowledge either

before or after the emergency. So many things

are good about this concise litle book. The
eponyms are followed by definitions in paren-

theses. Before discussing treatment, the author

briefly begins with the etiology and techniques

of diagnosing the problems. His methods of

treating PAT and WPW are practical, simple

and thorough. The author introduces ideas not

generally known such as elevation of the legs

before thumping the precordium in an arrest;

how to resuscitate a patient with a prosthetic

valve in place; how to place a CVP and what
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complications may arise; and an important con-

cept to house officers and ambulance drivers to

institute electrical defibrillation even before

doing an EKG.

This author has taken personal care of his

patients and often relates to personal beliefs

from previous experience.

Wheat’s Section on dissecting aneurysms is

brief and excellent. The author’s classification

of arrhythmias is simple and his treatment

straightforward. Cardiogenic shock and a sepa-

rate section on drugs are well handled. The last

page is a separate and quick reference for emer-

gency treatment.

The book should be highly recommended for

students, nurses, interns, residents, and ER phy-

sicians. The teacher and practitioner of cardi-

ology will find the book easy reading and a

very worthwhile review.

Lana Shewer, MD

Stress Disease: The Emotional Plague; by Peter

Blythe. St. Martin’s Press, Inc., 175 Fifth

Avenue, New York City 10010, 170 p, 1973,

$5.95.

The author is a psychologist and hypnoanalyst

of some repute in Britain. He has written an

easy-flowing, short book, analyzing emotional

stress as it occurs in modern Western culture,

and the many psychosomatic disorders it engen-

ders. Beginning with Selye’s demonstration of

the effects of stress on animals, with authorita-

tive reference to the studies of Freud, Reich,

and others, he elaborates each point with case

histories and anecdotes that illustrate how fa-

miliar these problems are in every-day life. The
conclusion of the book is a plea to get away
from treating these patients with tranquilizers,

amphetamines, and steroids, and lead them to

self-understanding and relief of emotional stress.

While classical psychotherapy has been econom-
ically out of the question for many of these pa-

tients, newer rapid methods of hypnoanalysis,

behavior therapy, biofeedback, etc. are available.

This book has a conversational narrative style

that makes it easy to grasp each of the author’s
points. There is nothing particularly new for
practitioners trained in psychodynamics, but the
book would be valuable to medical students and
anyone interested in a broad (if simplistic) un-
derstanding of psychosomatic disorders.

Dabney M. Ewin, MD
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IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law ; diphenoxylate
HCI is chemically related to meperidine. In

case of overdosage or individual hypersensi-
tivity, reactions similar to those after meperi-
dine or morphine overdosage may occur;
treatment is similar to that for meperidine or
morphine intoxication (prolonged and careful

monitoring). Respiratory depression may recur
in spite of an initial response to Nalline® (nal-

orphine HCI) or Narcan® (naloxone HCI) or

may be evidenced as late as 30 hours after in-

gestion. LOMOTIL IS NOT AN INNOCUOUS
DRUG AND DOSAGE RECOMMENDATIONS
SHOULD BE STRICTLY ADHERED TO, ESPE-
CIALLY IN CHILDREN. THIS MEDICATION
SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: In children less than 2 years,
due to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with special caution in young chil-

dren, because of variable response, and with extreme
caution in patients with cirrhosis and other ad-
vanced hepatic disease or abnormal liver function
tests, because of possible hepatic coma. Diphenoxy-
late HCI may potentiate the action of barbiturates,
tranquilizers and alcohol. In theory, the concurrent
use with monoamine oxidase inhibitors could pre-
cipitate hypertensive crisis. In severe dehydration
or electrolyte imbalance, withhold Lomotil until cor-
rective therapy has been initiated.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with
caution to patients receiving addicting drugs or
known to be addiction prone or having a history of
drug abuse. The subtherapeutic amount of atropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warnings and pre-
cautions for atropine; use with caution in children
since signs of atropinism may occur even with the
recommended dosage. Use with care in patients with
acute ulcerative colitis and discontinue use if ab-
dominal distention or other symptoms develop.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing, hyper-
thermia, tachycardia and urinary retention. Other
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom-
fort, respiratory depression, numbness of the ex-
tremities, headache, dizziness, depression, malaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant urti-

caria, paralytic ileus, and toxic megacolon.

Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12years old. For ages
2 to 5 years, 4 ml. (2 mg.) t.i.d

. ;
5 to 8 years, 4 ml.

(2 mg.) q.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5 times
daily; adults, two tablets (5 mg.) t.i.d. to two tablets
(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml.,
5 mg.) q.i.d. Maintenance dosage may be as low as
one fourth of the initial dosage. Make downward
dosage adjustment as soon as initial symptoms are
controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of
overdosage include flushing, hyperthermia, tachy-
cardia, lethargy or coma, hypotonic reflexes, nystag-
mus, pinpoint pupils and respiratory depression
which may occur 1 2 to 30 hours after overdose. Evac-
uate stomach by lavage, establish a patent airway
and, when necessary, assist respiration mechani-
cally. A narcotic antagonist may be used in severe
respiratory depression. Observation should extend
over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate HCI
with 0.025 mg. of atropine sulfate. Liquid, 2.5 mg. of
diphenoxylate HCI and 0.025 mg. of atropine sulfate
per 5 ml. A plastic dropper calibrated in increments
of 1/2 ml. (total capacity, 2 ml.) accompanies each
2-oz. bottle of Lomotil liquid.

SEARLE Searle & Co.
San Juan, Puerto Rico 00936
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Observation of Spread of Serum Hepatitis or

H.A.A. Positive Hepatitis by Route Other Than
Needle Injection

• The author presents an interesting study. He indicates that

several newly discovered factors made it apparent that serum

hepatitis or long incubation hepatitis could also be transmitted by

oral-fecal route and not just exclusively by needle injection.

CURTIS G. BONIN, MD
New Orleans

S
INCE Blumberg’s chance finding in

1964 that a precipitin reaction oc-

curred between a substance in the serum
of a much transfused hemophiliac and

the serum of an Australian aborigine,

the knowledge of viral hepatitis has

been markedly enhanced. 1-3 The sub-

stance was called Australia antigen. 4

Shortly after, the presence in the serum
of this antigen was demonstrated to be

frequently associated with long incuba-

tion hepatitis, and the name hepatitis

associated antigen H.A.A. was applied

to it.
5 Blood banks rapidly started test-

ing donors to lower their hepatitis com-
plication rate.

Several newly discovered factors

made it apparent that serum hepatitis

or long incubation hepatitis could also

be transmitted by oral-fecal route and
not just exclusively by needle injections,

a) Patients thought to have infectious

hepatitis were found to be H.A.A. posi-

tive; and b) H.A.A. was demonstrated

Dr. Bonin is a diplomate of the American Col-

lege of Family Practice.

Address: 6257 General Diaz Street, New Or-

leans, Louisiana 70124.
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in feces, semen, tears, menstrual blood

and urines of some of these hepatitis pa-

tients. A study done by Giles, et al, in

1969 in the Willowbrook Institute for

Mentally Retarded Children in New York,

showed the epidemic potentialities of

H.A.A. positive hepatitis.®

The beginning of this interesting

study was when an 11-year-old black

boy was admitted to Mercy Hospital

with gastritis on December 4, 1974.

After a few days, his liver profile was
typical of hepatitis. It was surprising

to find his H.A.A. positive. This antigen

was detected in his blood during his hos-

pital stay repeatedly. The boy had
never received any blood or injections.

His past history revealed that his

uncle had hepatitis on September 6,

1974, and the patient had been in close

contact with him during this time. A
check with Charity Hospital revealed

that his uncle had been treated as an

outpatient for hepatitis and had serum

positive for H.A.A. on two occasions.

It was also revealed that his uncle

had been in close contact with another

man, whom the family thought was an
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addict; this man was hospitalized in

Charity Hospital for hepatitis. Interest-

ingly enough, his serum was negative

for H.A.A. However, it is well documented

that antigenemia can be very transient

and only during the pre-icterus phase.

On March 4, 1975, one of the boy’s rela-

tives, a 27-year-old black woman who
had sat with him in the hospital during

his illness for several nights, also con-

tracted hepatitis. Her H.A.A. was posi-

tive on two occasions when it was
checked during her illness. She too had

not received blood nor had a recent in-

jection.

It is interesting to note that in three

of the study cases the incubation period

was 120 days.

Subsequent investigation has revealed

that up to 30 percent of acute H.A.A. posi-

tive hepatitis patients have had no recent

injection or blood transfusion.

Summary
There were three proved cases of

H.A.A. positive hepatitis in persons

known to have been in close contact

during the others’ active hepatitis dis-

ease ;
each had an incubation period of

120 days. None of the patients had
histories of blood transfusions or injec-

tions, showing that serum hepatitis or

H.A.A. positive or long incubation hepa-

titis or hepatitis type B is transmitted

by fecal-oral route as well as other routes.
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Ultrasound Diagnosis of Molar Pregnancy

• "The case presented demonstrates the classical appearance of a

hydatidiform mole with marked sonodensity of its intrinsic parts plus

several localized cysts, and both ovaries enlarged by the thecalutein

cysts."

WILLIAM
J.
BEAN, MD

MARIO A. CALONJE, MD
JOHN GESHNER, BS

New Orleans

ONE of the complications of preg-

nancy is the hydatidiform mole.

This occurs approximately once in every

2,000 pregnancies and is due to hyper-

plastic or anaplastic changes of the

chorioepithelium. Concurrent theca-lu-

tein cysts of the ovaries occur in about

20 percent of these cases. Clinically,

there can be abnormal uterine bleeding

early in pregnancy and occasional pas-

sage of watery fluid, bits of tissue, and
small grapelike masses. The uterus is

usually large for date but can be smaller

than expected. Chorionic gonadotropin

can be 10 to 100 times greater than
found in a normal pregnancy. 1

Twenty percent of hydatidiform

moles are classified as chorioadenoma
destruens or choriocarcinoma indicating

degrees of invasiveness; however, only

2 to 3 percent are the metastasizing cho-

riocarcinoma form.

The early diagnosis and removal of

hydatidiform moles are the best treat-

ment for this condition but is more crit-

ical when the mole is invasive. 2 An
x-ray can only identify a fetus of 12

weeks or greater size and is, therefore,

limited in its ability to differentiate a

mole from normal pregnancy in the first

trimester.

The advent of compound bi-stable

ultrasound scans has made it possible

to evaluate pregnancy as early as five

weeks and to differentiate a normal

From the Department of Diagnostic Ultra-

sound, East Jefferson General Hospital, 4200
Houma Boulevard, Metairie, Louisiana 70002.
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pregnancy from a molar pregnancy
without danger to the fetus or mother. 3-6

Case Report

On September 9, 1974, a 27-year-old gravida

III, para II patient with an LMP of July 4, 1974

reported vaginal spotting and a positive preg-

nancy test three weeks before. The uterus was
eight weeks’ size. On September 19, 1974, she

reported with a half pound weight loss, nausea

and vomiting, and a 12 weeks’ size uterus. On
September 25, 1974, she was hospitalized for

two days with nausea and vomiting. She was sus-

pected of hyperemesis gravidarum. On October

2, 1974, nausea and vomiting again forced hos-

pitalization, and the uterus was 16 weeks’ size.

The 24-hour-urine contained 750,000 units of

chorionic gonadotropin thought to be high

enough for twin pregnancy, but not high enough

for a molar pregnancy. An office visit on

October 11, 1974 revealed a 16 weeks’ size uter-

us, a negative Doppler evaluation, and continued

decrease in nausea.

With right abdominal pain and again a 16

weeks’ size uterus, the patient was rehospital-

ized on October 15, 1974. An additional abdom-

inal mass was palpated in the right abdomen,

and the possibility of a molar pregnancy was

again considered with ovarian cysts. An amnio-

gram was not diagnostic. A diagnostic ultra-

sound scan, however, demonstrated the classical

appearance of a hydatidiform mole and bilateral

theca-lutein ovarian cysts. A D&C on October

18, 1974 removed the mole, and the HCG titers

began dropping. By December 12, 1974, both

ovaries had returned to normal size; however,

due to persistent high HCG titers chemotherapy

was begun.

The nature of ultrasound makes it

particularly good for evaluation of soft

tissues of the body. It is ideally suited

to visualize the pelvic organs and the

enlarged uterus. The high reflectivity

of the hydatidiform mole is due to the
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many surfaces provided by the tumor;

and thus, these tumors have a very clas-

sical appearance by echograms which

make them easy to diagnose with a

high degree of certainty.

In those few cases where it is diffi-

cult to ascertain that the mass is a mole,

it is possible to exclude a normal viable

pregnancy.

In the past 18 months, we have iden-

tified seven molar pregnancies. This is

an unusually high frequency and indi-

cates that obstetricians value ultrasound

in evaluating abnormal progression of

pregnancy.

Conclusion

The case presented demonstrates the

classical appearance of a hydatidiform

mole with marked sonodensity of its

intrinsic parts plus several localized

cysts and both ovaries enlarged by the

theca-lutein cysts. Such an appearance is

the pathognomonic of this condition.

Rarely, dermoid cyst of the ovary can

mimic moles due to high echo reflec-

tivity
;
however, in these cases the uterus

can be identified as normal in size and
the clinical course is considerably dif-

ferent.
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Fig 1A. This transverse echogram of the ad-

domen taken 1 cm above the umbilicus demon-
strates an ovoid mass in the anterior abdomen
with a speckling of many echoes within it (black

arrow). This is the expected apearance of a

molar pregnancy. The second mass posterolater-

ally to the right (white arrow) has a complex
echo pattern that is both cystic and solid. This

is the enlarged cystic right ovary. The patient’s

anterior abdominal wall is at the top of the pic-

ture and the spine at the bottom. The patient’s

right side is to the left of the picture.

Fig IB. This is a longitudinal echogram 3 cm
to the left of the midline with the anterior

abdominal wall at the top of the picture, the

back at the bottom of the picture, the feet on

the right of the picture and the head toward the

left. Three distinct masses are evident. The
echo free mass to the right is the urine filled

bladder (U). The mass to the left is the sono-

dense mole with several cystic areas within it

(black arrow). At the bottom of the picture

is the enlarged left ovary which has both cystic

and solid components (white arrow).
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Epidermoid Cyst of Skull

TWO recent reports in this Journal have

illustrated the features of two soli-

tary radiolucent lesions of the skull,

eosinophilic granuloma1 and hemangioma. 2

A third, epidermoid cyst, is characteris-

tically seen as a single, well-defined radio-

lucent lesion in any of the bones of the

cranial vault. This lesion, usually 1 to

2 cm in diameter, destroys and replaces a

portion of one of the calvarial bones. The

From the Department of Radiology, Ochsner

Medical Center, New Orleans.

Reprint requests to Dr. Seymour Ochsner,

1514 Jefferson Highway, New Orleans, Louisi-

ana 70121.

SEYMOUR FISKE OCHSNER, MD
New Orleans

specific finding suggestive of epidermoid

cyst is a sclerotic border on the edge of

the radiolucent lesion.

Case Report

A 45-year-old white woman from Florida was
seen at Ochsner Clinic with complaints of frontal

headaches, symptoms related to her sinuses, and

nervousness. Skull roentgenograms showed a

radiolucent lesion in the posterior parieto-

occipital area (Fig 1) with no other abnormality.

The lesion, 1.5 cm in diameter, was homo-
geneously radiolucent except for a sclerotic bor-

der (Fig 2). The appearance was considered

typical of an epidermoid lesion of the skull.

There were no localizing clinical signs. Because

these are benign lesions, observation without ex-

cision was recommended. She was treated for

Fig 1. Radiograph of skull showing lesion in posterior position.
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Fig. 2. Close-up view shows smooth sclerotic border on radiolucent lesion.

other symptoms and has apparently remained

well.

Comment

A radiographic atlas 3 describes epider-

moid cysts as “originating from epithelial

nests—consisting of a layer of transi-

tional squamous cells lining a cavity, con-

taining epithelial debris, keratinizing cells

and a great deal of cholesterol.” Newton
and Potts 4 point out that there is patho-

genetic overlap between these lesions and
dermoids and teratomas, and they report

that some authors grouped these tumors
together as “pearly tumors.” They indi-

cate that about one-third of epidermoids

are extradural and that these rarely cal-

cify. Only if the cysts show progressive

enlargement on subsequent radiographic

study or are associated with definite local

symptoms is it deemed necessary to re-

sect these small, benign lesions.
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

On the QT
STEPHEN P. GLASSER,MD**

Shreveport

The patient whose electrocardiogram is shown below was a 19-year-old girl

with diabetes insipidus.

What is your diagnosis?

Elucidation is on page 444.

* Chief, Cardiology Section, Department of Medicine, LSU School of Medicine, Shreveport.
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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edical Grand Rounds
from

Touro Infirmary

Tuberculous Meningitis

Dr. Sang Kee Pahk: (a) Mr. O. is a

67-year-old black, non-drinking, moder-

ate smoking, retired gardener who was
admitted to orthopedics in a state of

confusion. From his wife, we learned

that six months ago he began to have

low back pain, weight loss and weak-
ness and that last month he was fever-

ish. He has not had pulmonary tuber-

culosis, diabetes mellitus, hypertension

or cancer; but two years ago, he was
treated for a urinary tract infection. His

low back pain was first diagnosed as

osteoarthritis and treated with Butazoli-

din, then as sciatic neuritis and treated

with Xylocaine injections, but it didn’t

(a) Intern, Touro Infirmary.
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Edited by SYDNEY JACOBS, MD
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remit; so he was admitted to the Ortho-

pedic Ward. Here among other studies,

cerebrospinal fluid examination was
performed

;
it showed pleocytosis with

reduced sugar and chloride content but

elevated protein. There was no x-ray

evidence of pulmonary disease but there

was of lytic lesions of the third lumbar

vertebra (L3) with displacement of the

left ureter. PPD (Intermediate) tuber-

culin test was positive. Despite the ad-

ministration of Garamycin and Chloro-

mycetin, he continued in his febrile con-

fused state
;
so a medicine consultation

was requested. We noted that although

his pupils were equal and reacted well

to light and his gag reflex was normal

he had evidences of meningitis such as
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high fever, confusion, neck stiffness and

a positive Kernig’s sign. At first, the

diagnosis rested between tuberculous

meningitis and carcinomatous menin-

gitis.

Dr. Sydney Jacobs: (b) Because he had

an abdominal mass and vertebral dis-

ease, you suspected a primary carci-

noma which had spread to the spine.

With positive PPD, low spinal fluid

sugar and low spinal fluid chloride, you

were thinking of tuberculous meningitis?

Dr. Pahk: Yes. Two weeks after ad-

mission, we found left lower extremity

paralysis. We did a needle biopsy on

the L3 yesterday. The frozen section

showed granulomatous inflammation,

consistent with the diagnosis of tuber-

culous osteitis
;

so we believe that he

has tuberculous meningitis and spondy-

litis. We plan to continue tuberculosis

treatment and consider operative de-

compression for the left lower extremity

paralysis.

Dr. Jorge Flores: (c) After the ortho-

pedists found a lytic lesion in L3 with

a mass displacing the right ureter, they
performed myelography and demon-
strated a blockage at L3. They were
going to decompress this blockage when
the patient’s temperature rose to 103°,

so they called us in consultation. We
suspected carcinomatous meningitis at

first; but tuberculous meningitis seemed
more likely in view of the spinal fluid

findings obtained two days after the
first observation of nuchal rigidity

:

chlorides 117 mgm/100 ml, sugar 29
mgm/100 ml and cell count of 200 ml,
mostly mononuclears. Neurology agreed
with the diagnosis of vertebral granulo-
ma (tuberculoma?) and meningitis even
without isolation of Mycobacterium tu-

berculosis. Therapy was begun with
ethambutol, INH, streptomycin and pyr-
idoxine but our infectious diseases con-

(b) Chief, Department of Medicine, Touro In-
firmary; Clinical professor of medicine, Tulane
University School of Medicine.

< c >Medicine resident, Touro Infirmary.

sultant advised us to use rifampin in-

stead of ethambutol hydrochloride. The
patient is improving although the left

leg is still paralyzed
;

yet, orthopedics

wants to decompress to prevent perma-

nent neurological damage.

Dr. Philip Beilina: (d) Important radi-

ological observations are: 1) The uro-

gram (IVP) shoAved deviation of the

ureter to the left; 2) The lateral pro-

jection of the lumbar spine shows
marked osteosclerotic reaction in L3

;

and 3) The myelogram study shows a

mass in the region of the extramedullary

or extradural space with enough block

to cause pressure gradient above and
below the needle. The pedicles are in-

tact and the disk spaces are maintained

as is usual in granulomatous disease.

Dr. William J. Mogabgab: (e) And
what was the pressure ?

Dr. Pahk: It was 60 at the blockage

and 20 mm below the blockage.

Dr. Mogabgab: The onset of tuber-

culous meningitis in general is a very

gradual thing with backache, a little

fever and headaches. It’s important the

diagnosis not be delayed. It’s not like

acute bacterial meningitis where min-

utes or hours count, but at least days do
have a bearing. When you do have
problems deciding Avhether this is tuber-

culous meningitis or not, it is important
that you get enough spinal fluid cul-

tures done because one doesn’t always
get a positive culture in every specimen
that is cultured. The spinal fluid sugar
occasionally is not low at onset and
Cryytococcus meningitis will lower the

spinal fluid sugar, but not nearly as

much as tuberculous meningitis. He’s

old enough to have been exposed to

tuberculosis in childhood, and with dia-

betes he has the things which activate

tuberculosis. His PPD Avas positive; so

he has delayed hypersensitivity Avhich

means his immunologic system except

< d
> Radiology resident, Touro Infirmary.

Professor of medicine, Tulane University
School of Medicine.
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for his diabetes, was fairly well func-

tional. He doesn’t have any cranial

nerve involvement. That is not uncom-

mon in tuberculous meningitis.

We have this problem in his spine

with the recommendation for surgery

and the implied dangers of inhalational

anesthesia and its tendency to carry a

meningitic patient from a hyperexcited

state to a very depressed one. So we
must institute therapy. INH is still one

of our top drugs for tuberculosis. Strep-

tomycin in this disease is still an impor-

tant drug—although it may be replaced

by rifampin as part of a three-drug pro-

gram. Rifampin gets to the central

nervous system better than the other

drugs; this is a reason for selecting INH,
streptomycin and rifampin. We’ll prob-

ably use INH throughout, maybe strep-

tomycin for six months and maybe
rifampin for a year. He probably has

tuberculomas, one or more in the brain

in addition to meningitis, and incidental-

ly, the main cause of fatality in menin-

gitis will be found at the base of the

brain
;
but adrenocorticosteroids remove

this cause rapidly, making the organ-

isms more accessible to the antitubercu-

lous drugs. The patient is showing
paralysis of the lower extremities

;
so

now the question is should we wait for

resolution of the disease under the in-

fluence of specific chemotherapy and
risk a permanent paralysis or should we
attempt to forestall permanent paraly-

sis by operating on him at the risk of

anesthesia ?

Dr. William A. Martin :
(f) The mye-

logram showed subarachnoid block at

L3 which suggests compression of the

cauda equina producing low back pain

)vith right sciatic radiation. I’m not

sure the block was complete inasmuch
as the protein below the alleged block

was only 68. Usually with complete

block, the protein below the block is in

< £) Clinical associate professor of psychiatry

and neurology, Tulane University School of Med-
icine.
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the 300 to 400 mgm range. He’s now
moving his legs better than before we
started treatment. When I first saw him
he had paralysis in both lower extremi-

ties as you expect with a compression

lesion of the cauda equina. His electro-

encephalogram didn’t suggest that he

has a tuberculoma centrally; but the

brain scan showed a very poorly local-

ized uptake in one of the parietal

regions, perhaps due to miliary tubercu-

lomas in the choroid plexus.

It’s always a difficult decision wheth-

er to operate in an infected field and
chance spreading infection by surgery

or to let untouched a mass that needs

to be decompressed. It gets to be half

a dozen of one and six of another. Any
clear-cut evidence of progressive para-

paresis gives us no alternative but to

decompress the spinal cord. I’m not

sure that we have such clear-cut evi-

dence, since his cooperation on early

examinations was limited by the mental

confusion produced by meningitis.

Dr. Jacobs: Formerly we were often

confronted with need for excision in a

patient with progressive pulmonary
tuberculosis—and little time for preop-

erative chemotherapy. We learned that

the irreducible minimum for preopera-

tive therapy was one week. This man
has already been treated for about ten

days and therefore we’ve passed that

“irreducible minimum”.
Dr. Stephen J. Herbert: (s) I agree

with that. I would ask Dr. Mogabgab
and Dr. Martin whether this man has

disseminated disease—miliary tubercu-

losis—which is why he had tuberculous

meningitis. Most commonly tuberculous

meningitis results from hematogenous
dissemination of tuberculosis from a

focus elsewhere than the brain.

Dr. Mogabgab: I’m not concerned

about disseminating this disease
;
it’s dis-

seminated already. Even though he’s

(s) Director, Pulmonary Diseases Division, Tou-

ro Infirmary; Clinical associate professor of

medicine, Tulane University School of Medicine.
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diabetic, shouldn’t he be given adreno-

corticosteroids. Then he has strong

tuberculous contact history and he has

no pulmonary tuberculosis. This is a

less common way for one to find tuber-

culous meningitis. I think before any-

thing very drastic gets done we should

spend a few days to observe the effects

of adrenocorticosteroids on this disease.

Dr. Martin: I would agree. Steroids

might prevent the arachnoiditis which

at times follows sterilization of the men-

ingitis and produces a low pressure

hydrocephalus.

Dr. Herbert: Might the use of ste-

roids prevent the granulomatous arteritis

which causes as many sequelae as do

adhesions of the meninges ?

Dr. Mogabgab: The main thing we
know about adrenal corticosteroids in

this disease is that their antiinflamma-

tory effect and reduction in spinal cord

pressure make for accessibility of the

drugs to the organism.

Dr. Jacobs: His wife insists that he

had been in vigorous health up until

about two years or so ago when little

by little he began to fail. She knew of

no exposure to tuberculosis. This man
is 67 years old. Sixty-seven years ago

when he entered this world, it was quite

common for children to be infected with

tuberculosis, to show no evidence of it

and to grow up, live and die without

regard to tuberculosis despite harboring

tubercle bacilli in well healed primary
foci. Whereas 65 years ago it was com-
mon to find tuberculous meningitis in

neonates, it is much more common today
to find it in those of age 65 or above.

It is probable that this man had a tuber-

culous infection which healed, and that

in the post primary spread, tubercles

were formed in his brain. These may
have been dormant for decades until

—

for reasons we shall never know—re-

sistance to tuberculosis diminished. As
a result, tubercle bacilli migrated from
this tubercle in his brain to the meninges
and produced tuberculous meningitis.

Dr. Hiltrud Faust: (h) The patient

could have contracted the meningitis

after the myelogram was done. He had

disease of the spine and he was tapped.

There was the disease; and following

this, he came in with very low grade

fever and suddenly started to spike tem-

perature.

Dr. Jacobs: It is possible that he

might have had a spread of tubercle

bacilli from wherever the primary focus

was to the vertebral column and that

there might have been a similar spread

from a healed tubercle in the brain to

the meninges. I am suggesting that the

real dissemination occurred a long time

ago and this is a sort of second dissem-

ination.

Dr. Herbert: The meningitis at this

time came from a dormant tubercle un-

der the meninges. If this truly is a

tuberculous paravertebral abscess and

infection of the spine, early Pott’s dis-

ease, these processes being active cer-

tainly antedate the meningeal activity

at this point.

Dr. Martin: Most of the cases I have

seen have been in odd forms with or-

chitis or with primary kidney infection

rather than a primary pulmonary infec-

tion. Dr. Jacobs, this fellow is rather

old and was in the era of the raw milk

days. How did TB from ingestion of

tuberculous milk present?

Dr. Jacobs: Most of the time Pott’s

disease came from a bovine infection

which is why we so rarely see it these

days, and it came from ingestion of bad

milk. The path of the tubercle bacilli

is into the retroperitoneal lymph nodes

and abdominal nodes. Burke, many years

ago, did a lot of exquisite lymphatic

injections, and he showed the path of

the tubercle bacilli doing that. This also

was a cause of renal tuberculosis. This

man had been treated about two years

ago for a urinary tract infection which

< h) Medicine resident, Touro Infirmary.
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was not studied thoroughly enough for

tuberculosis.

Dr. Herbert: Dr. Mogabgab, is it still

practical to continue to search for a

more definitive diagnosis? Would you
suggest further spinal fluid collection

for bacteriologic data?

Dr. Mogabgab: You should continue

to do lumbar punctures to see his thera-

peutic response and obviously to get full

studies whenever you do that. You
can’t evaluate his response without

knowing pressure, cells of protein and
what they’re doing.

Dr. Jacobs: Dr. Mogabgab, there are

two diagnostic maneuvers on spinal

fluid. The first is a radioactive bro-

mide determination and the second is

a thick smear for acid fast bacilli in the

spinal fluid. Have you had experience

with those two maneuvers ?

Dr. Mogabgab: I don’t know any-

thing about the bromides. A thick

smear, if you want to go way back, you

stand your spinal fluid up in an incuba-

tor and get the inverted pine tree and
you find an organism sometimes. I

haven’t really found a need for this

special.

Dr. Jacobs: A long, long time ago

someone found out that the blood brain

barrier in tuberculous meningitis is

breached and that bromide given by

mouth gets into the spinal fluid much
easier than it does in health. The diffi-

culties of doing blood bromide studies

in spinal fluid prompted development of

a relatively simple radionuclide proce-

dure. The difficulty in that is that 82

bromide has a half life of 35 hours with

both the beta emitter and gamma emit-

ter making necessary a source close

enough so that the radioactive material

will not have deteriorated by the time

you do the test. In this test, one need

only give the material by mouth
;
and

48 hours later get a blood test and a

spinal fluid test. Should we do this or

should we settle for the current diag-

nosis and merely use the spinal fluid to

monitor the results of therapy ?

Dr. Martin: I would be more in favor

of giving him steroids for a week and if

he has a good response, do an open

biopsy to decompress the cauda equina

and get material for histologic and for

microbiologic study.

Editor’s Note: Shortly after the con-

ference, he was given adrenocorticoste-

roids along with triple drug chemother-

apy (streptomycin, isoniazid and rifam-

pin)
;
and then laminectomy was per-

formed for decompression. From the

granulomatous material removed at op-

eration, acid fast bacteria were isolated.

By appropriate microbiologic proce-

dures, these mycobacteria were found

to be sensitive to the common antituber-

culosis antimicrobials. Specific chemo-

therapy was continued. Six months fol-

lowing laminectomy, the patient has re-

covered mentation and ambulation. He
is free of pain and can walk a short dis-

tance without assistance. Again there is

illustrated that tuberculosis still exists

in a generation of persons whose infec-

tion had been acquired decades earlier,

had smoldered an unmeasured period of

time only to erupt into Pott’s disease

and tuberculous meningitis, a combina-

tion once familiar to early twentieth

century pediatricians, but now recog-

nized only by clinicians who remember
that tuberculosis was aptly termed “The
Constant Invader”.

PHYSICIANS

Company has opening available for

full time physician in New Orleans.

Must be eligible for Louisiana li-

cense. Excellent for retired M.D.

•

Call Collect (713) 528-2951

or

Inquire P. O. Box 66788

Houston, Texas 77006
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Doyou feel qualified to

diagnose your

insurance policy?
1

At Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward
either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

Louisiana Hospital Rates Are Among Lowest in U. S. Rates for semiprivate rooms
— the most frequently used accommodations — in Louisiana hospitals have been

found to be among the lowest in the nation, according to a survey in 1,420

cities by the Equitable Life Assurance Society of the United States. The sur-

vey revealed that Louisiana and Arkansas were tied for second lowest cost with

an average rate of $47.50 per day. Mississippi ranked lowest, according to the

survey, with an average rate of $41.50 per day. The highest semiprivate room
charges were in New York with an average of $106.50 per day, Alaska with

$104 and Massachusetts with $93.50. Louisiana ranked third lowest nationally

for private room rates with an average of $54.50 per day. The most expensive

rates for private rooms average $124.50 per day in New York.

About 25 Million People Now Have Dental Insurance, ten times the number in 1967,

but despite the growth, says the Health Insurance Institute, dental coverage is

still the largest uninsured sector of U. S. health care. For example, only one

in nine Americans has dental insurance as compared with more than nine in

ten for medical/surgical coverage.

The IRS Announced a Nationwide Audit of a “limited number” of split-interest trusts

to make sure they are complying with tax requirements. In its announcement,
the services described a split-interest trust as one in which a taxpayer took a

charitable deduction in 1972, for example, by creating a trust that paid $2,500

a year to a tax-exempt hospital, with the remainder going to his daughter.

“There’s no doubt the daughter will get hers,” says the IRS, “but we want to

make sure the hospital gets its yearly share as well.”

A Record Number of First-Year Students — 14,874 — will be enrolled in U. S.

medical schools this year, the AMA’s Division of Medical Education reported.

Last year at this time there were 14,436 first-year students. The AMA estimates

that 13,595 students will receive MD degrees next spring compared with

12,714 this year. Total enrollment this fall is expected to be 55,797, compared
with 53,735 last year.

Federal Law Does Not Require a state to make Medicaid payments for abortions

unless they are medically necessary, U. S. Court of Appeals ruled in New York.

Decision overturned a U. S. District Court ruling that had overturned a Con-

necticut welfare department regulation barring Medicaid payments for elective

abortions. The appellate court held that the federal Medicaid legislation

neither requires nor prohibits payments for elective abortions, leaving that de-

cision up to the individual.

Four Nursing Organizations plan to seek out Vietnamese refugees with nursing train-

ing and help place them in jobs. American Nurses’ Assn., National League for

Nursing, American College of Nurse-Midwives, and National Federation of Li-

censed Practical Nurses formed a joint assistance committee at the request of

the U. S. Department of State.

c=ac=o
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money The question is

will you?

Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study Then if they can't show
you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you

deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS

Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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Re: Medicare Charge Profiles

Opinion of Mr. Henry B. Alsobrook, Jr.

(October 30, 1974)

The most fruitful discussion at the meeting of the A.M.A. Judicial Council on

June 22, 1974, evolved around Medicare Charge Profiles. I note in the July issue

of CAPSULES there is a section devoted to Medicare Charge Profiles. I have been

concerned about Medicare Charge Profiles for some time because they are in the

nature of a minimum fee. The Justice Department has started a crusade against

minimum fees and several bar associations as well as real estate associations and

medical societies have been charged with anti-trust actions resulting from mini-

mum fee schedules. In discussing this the attorneys for the Washington, D. C. Med-
ical Society reported that they had met with the Department of Justice Anti-Trust

Division, who were quite ambiguous about what action they might take as a result

of the Medicare Charge Profiles. They indicated that these profiles were a viola-

tion of the Anti-Trust Act; however, the Department of HEW had requested that

they not prosecute at the present time. I am attempting to get more information

on this because I believe it is something that we should alert the membership to.

JimConner is our
resident specialiston

(IM)

He may be reached at

529-1371, extension 331

TheTrust Division

FIRST NATIONAL BANK OF COMMERCE
New Orleans
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BRENTWOOD HOSPITAL
MIDSOUTH’S COMPREHENSIVE PSYCHIATRIC HOSPITAL CENTER

Offers the Newest Concepts in Care for Neuro-Psychiatric Disorders:

DRUG ABUSE, NEUROLOGICAL, ETC.

A fully carpeted hospital: featuring private and semiprivate rooms in colorful

decor; adjacent baths, color television and individual phones available; comfortable

day rooms.

DIAGNOSTIC FACILITIES:

Medical Laboratory • Radiology • Electroencephalography • Electrocardiography

Complete Psychological Testing

THERAPEUTIC FACILITIES:

Social Service • Occupational Therapy • Recreational Therapy

Educational Therapy • Psychotherapy • Electroshock Therapy

ACCREDITATIONS:

Fully accredited by the Joint Commission on Accreditation of Hospitals

Affiliated with Northwestern State University School of Nursing

American Hospital Association • Louisiana Hospital Association

Medicare • Blue Cross

and other Medical Insurance Programs

Brentwood also has an Anesthesia Department and an extensively equipped Phar-
macy, as well as a modern Dietary Department, managed by a registered dietitian.

BRENTWOOD HOSPITAL
1800 IRVING PLACE

Shreveport, Louisiana 71 101 Phone (3 1 8) 424-658 I
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

Organization lectio

LSMS MEETING NOTICE
A meeting of the Executive Committee of the

Louisiana State Medical Society will be held on

Thursday, December 11, 1975, beginning at

9:00 a.m. at the Society headquarters.

“PERSPECTIVE ’75”

A special section of the 1975 Pharmaceutical

Manufacturers Association Annual Report

The special insert, in summarizing the impact

of the industry on health care, noted that:

“Even with rising costs, research programs are

being maintained or expanded,” with expendi-

tures topping the $1 billion landmark last year,

and with 99 percent of that total financed by
company, not government, funds.

“Major companies are continuing to explore

frontiers of medical knowledge,” and “diligently

seek more knowledge of disease itself.”

In 1974 industry scientists published more than

2,000 studies in scientific and technical publica-

tions.

In addition to Drug Research and Development,

the industry is pursuing improved drug delivery

systems, medical devices and diagnostic products,

and has achieved, for example, the first labora-

tory test for detection of cancer.

Eighty-three- new drug products were intro-

duced to the market in 1974, 18 of them new
single chemical entities.

Pharmaceutical companies are in the forefront

of major public health efforts ranging from free

screenings for high blood pressure, to encourage-

ment of community coronary care units that have

saved many lives, to participation in such pro-

grams as “Immunization Action Month” to fight

such preventable diseases as polio.

Companies continued to donate millions of dol-

lars worth of products to charitable organiza-

tions, including medicines for victims of the

Cyprus civil war and the Honduras hurricane.

Social contributions of the industry averaged

$30 per $1,000 of pre-tax income, compared to

only $7 for all other industries.

In his President’s message, C. Joseph Stetler

said the PMA itself is “still far from victory on

the most important controversies we face, but

better equipped, more able, and more determined

than ever to succeed.”

“A major single concern at the Federal level

has been HEW’s Maximum Allowable Cost regu-

lations,” Stetler said, “and the unpleasant but

unavoidable task of seeking their withdrawal or

revision may well consume much of our atten-

tion over the next year or more.”

Stetler declared that the disposition of the

MAC regulations would be especially important

because of the possible future passage of national

health insurance legislation and noted that PMA
had established a special committee to formulate

a PMA position on prescription drug benefit

plans that might be included in a national health

plan.

“On the state level,” Stetler reported, “the

drive to modify or repeal antisubstitution legis-

lation is continuing unabated, in the face of

growing evidence that where changes have been

tried, they have not benefitted consumers. Our
strength in this area will have to be maintained

or perhaps augmented.”

CHELATION THERAPY DECRIED FOR
HARDENING OF ARTERIES

A drug that has proved useful in removing ex-

cess calcium from the body is now being widely

misused as an unproved treatment for hardening

of the arteries, says a report in a recent issue

of the Journal of the American Medical Asso-

ciation.

The product is edetate disodium, whose most

common trade name is Endrate. Alfred Soffer,

MD, author of the JAMA article, reports that

it was written in response to letters from phy-

sicians in Canada and in parts of the United

States inquiring about the use of edetate di-

sodium for hardening of the arteries.

Clinics are springing up over the United States

and Canada in which the drug is being adminis-

tered for hardening of the arteries, Dr. Soffer

said.

The JAMA article is titled “Chelation Therapy

for Arteriosclerosis.” Chelation means a binding

of heavy metals so that they are rendered harm-

less and excreted by the body. Chelation is a

proven technique in treating heavy metal poison-

ing. In hardening of the arteries, the theory is

that the chelating drug binds calcium and thus

reduces the hardening process. This theory is

completely unproved and its application is high-

ly dangerous, Dr. Soffer said.

In the article Dr. Soffer says:
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Two years old— and already carrying the ball

for over one-half of the Society’s members.

Doctor,canwe carry it foryoutoo?

The Louisiana State Medical Society
Professional Liability Insurance Program

Administered by

Johnson& Higgins
of Louisiana, Inc.

;j

One Shell Square • New Orleans, La. 70139 • 504/581-5581

*For details, contact your J&H counselor today

UNDERWRITTEN BY THE HARTFORD INSURANCE GROUP
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“I endorse completely the current position of

the AMA Department of Drugs that ‘until ade-

quate evidence becomes available in arterioscle-

rosis (hardening of the arteries), its status in re-

spect to this condition must be regarded with

skepticism.’
”

It might be possible to set up controlled clinical

trials of the drug for use in hardening of the

arteries, but this should be done in the research

environment of an academic center, Dr. Soffer

wrote. When used for hardening of the arteries,

edetate disodium is an investigational drug, and

the patient should not be charged for the treat-

ment, he said. Some of the clinics now using

the drug for this purpose are charging from

$20 to $100 for each two-to-four-hour treatment.

Each patient is given from 5 to 30 treatments,

more often closer to 30.

Dr. Soffer is editor-in-chief of Chest, the

journal of respiration, circulation and related

medical disciplines. He is executive director of

the American College of Chest Physicians and is

professor of medicine, University of Chicago

Medical School. He also is author of a book on

chelation therapy.

INFANTS MAY BE BORN KNOWING
WHAT A HUMAN FACE LOOKS LIKE

Newborn infants less than 10 minutes old re-

sponded significantly more to a picture of a nor-

mal human face than other visual stimuli, ac-

cording to a report in the October 1975 issue of

Pediatrics, the monthly scientific journal of the

American Academy of Pediatrics.

The report summarized the results of a survey

done with 40 newborn infants. The infants, who
had never seen a human face (all of the delivery

room attendants were capped, masked and

gowned) were taken to a separate room where

they were shown four head-shaped cutouts. One
of the cutouts was blank. Two others had

scrambled versions of human faces, with the

eyes, nose, mouth and eyebrows placed incor-

rectly on the head shape. The fourth stimulus

was a cutout showing a normal-looking human
face.

The infants followed the normal face with

their heads and eyes more often than they fol-

lowed the scrambled versions of the faces. In

turn, they followed the scrambled versions more
than they followed the blank head.

The results of the study, the authors said,

“may be interpreted as being consistent with an

unlearned perceptual organization present at

birth in human infants. Moreover, these results

suggest that an evolved predisposition to respond

selectively to faces may be present at birth.”

PRIVATE PRACTICES IN

SOUTHERN LOUISIANA

Associate practices in general

practice, internal medicine,

urology, radiology, and anes-

thesiology. Attractive income

guarantees. No fee. Not an

employment agency.

Please send C.V. to

SANFORD SMITH

Director of Physician Planning

Hospital Management Corporation

P. O. Box 9836, 909-A Federal Road

Houston, Texas 77015

713/455-1761

AFTER

YOU LEASE A CAR,

IT'S TOO LATE TO LEARN
ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever-
growing list of accounts is ample testimony that our lease agreements
are ideally suited for the individual's needs. We offer the type of
service you expect and deserve.

Could we give you more information about automobile leasing?

ADDRESS

CITY STATE ZIP.

TELEPHONE

1535 POYDRAS • Across from Superdome
NEW & USED CAft SALES • 522-6611

Showroom open 8am - 9 pm Mon -Fri and 8 to 6 Sat J
November, 1975
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Forpeoplewho
can’t afford tobe out of touch

“ThePocketPager”from Radiofone
The Pocket Pager
is just that.

It's only one half

the size of a pack
of cigarettes and
weighs only four

ounces. The
Pocket Pager
fits easily on your belt, in

your pocket, or in your purse.

Using the Pocket Pager is simple.

When something comes up,

all your answering service,

office or home has to do
is dial your pager number.
Your Pocket Pager gives

you an alert ' beeping"
tone. You just pick up the

nearest phone, call in and
get your message.

to month b

The monthly
& includes equiprr

maintenance
loaner service,

pay one price

complete sen

You can e

insure your p

through Radiof

Radiofone’s Pocket Pager turns

your leisure time into “worry-

free” time, on City Park

Links, at the Lakefront, or

touring the Vieux Carre.

You're never out of touch
with your office or family.

Even your babysitter

can contact you
in case of an

emergency.

You’re in touch no matter where you
are in the Crescent
City. Uptown,
Downtown,
Metairie, the

Westbank,
everywhere
within a 20 air

mile radius of

the Central

Business District.

Rental Plan. Radiofones Pocket Pager,
(or “Beeper") Service can begin sav-

ing you time and money, today! The
"Beepers” are leased to you on a month

Purchase I

If you would rather owr
"Beeper" than lease . . . Radio

will let you buy your "Beepers” u

several payment plans. Look

added savings today! We will be

to show you our complete sele

of pocket pagers ("Beep<

For more information, stop in at o

Radiofones Showrooms either

Carondelet Street, or 3100 5th S
Metairie, or call 837-8330.

Rodicfbri
Beep. Beep. You’re in t (
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DRUG ENFORCEMENT FACTS

Emergency Telephone Prescription for

Schedule II Drugs

In a bona fide emergency, a physician may tele-

phone a prescription order to a pharmacist for

a Schedule II drug.

1. The drug prescribed must be limited to the

amount needed to treat his patient during the

emergency period;

2. Prescribing or dispensing beyond the emer-

gency period must be pursuant to a written

prescription order;

3. The dispensing pharmacist must reduce the

oral request to writing;

4. The pharmacist has responsibility to make
reasonable effort to verify the order when the

physician is unknown to him;

5. The physician is required to furnish, within

72 hours, a written signed prescription order to

the pharmacy for the drug prescribed
;
and

6. The pharmacist is required by law to no-

tify DEA should he not receive the written signed

prescription order within the 72 hours.

“Emergency” means that:

1.

Administration of the drug is necessary

for proper treatment;

2. No alternative drug is available; and

3. It is not possible for the physician to pro-

vide a written prescription for the drug at that

time.

Dispensing Prescriptions for Addicts

The pharmacist may not dispense a prescrip-

tion for a narcotic dependent person for the

purpose of continuing his dependence unless the

pharmacy is part of a joint FDA-DEA approved

treatment program.

AMA TO DEVELOP MEDICAL CARE
PROGRAMS FOR ALL JAIL INMATES

UNDER A JUSTICE DEPARTMENT GRANT
The American Medical Association has accepted

a grant from the federal Law Enforcement Assis-

tance Administration (a branch of the U. S.

Department of Justice) to organize model projects

in six states to improve health care in the states’

jails. According to James H. Sammons, MD,
Executive Vice President, “The pilot program will

point the way for a long term effort to upgrade

the health care of inmates in correctional institu-

tions, an area sorely neglected by society in the

past.”

Medical care guidelines will be developed from
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A powerful lot of people

have been saving at

Eureka since 1884

See Eureka for Home Loans

2525 Canal Street Phone 822-0650

110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

the program which can then be implemented in

all 50 states. Eventually, it is expected that

health care facilities and programs in jails will

be certified, similar to accreditation programs
for hospitals and medical schools.

The program announced recently, to run for

at least two years, will be underwritten by

$448,000 a year in LEAA grant funds. The
AMA will contribute additional funds.

“The six states that will take part in the model

projects will be announced later,” said Mr. Ber-

nard P. Harrison, Director of AMA’s Division of

Medical Practice. “The model projects will be

developed with the aid of state; and local medi-

cal societies and we invite interested states to

join with the AMA by submitting projects that

they believe would be helpful to the program.”

At the beginning of the pilot program state

and local medical societies will survey the jails

in their areas to determine the adequacy of health

care now being provided to inmates. Based on

their surveys, programs will be developed ac-

cording to the jails’ specific needs. “Various

ways of delivering health care will be explored,

such as visiting or on-call physicians, participa-

tion of medical school faculty and/or hospital

staff, and use of medical assistants and para-

medical personnel,” Mr. Harrison said.

The pilot projects will be limited to correc-

tional facilities where prisoners are held for

medium-length sentences. Neither long-term

prisons, such as state prisons, nor short-term

jails, such as overnight “lockups,” will be in-

cluded.

A 1972 survey by the AMA disclosed that

medium-sentence jails are frequently unable to

provide adequate health care to their inmates,

due to lack of planning, facilities or personnel.

If successful, the pilot project will be extended

to a national program for certification of jails

as to their medical care and health services, in-

cluding the adequacy of the facilities.

“Well planned and executed, such a national

program can make great strides towards alleviat-

ing this one area of major concern in criminal

justice. It’s something we believe the AMA can

and should do,” said Dr. Sammons.

C=3C=0
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month

Jackson- Lincoln- Union Third Tuesday of every month
except summer months

Jeffe rson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

INTRODUCTION TO MEDICAL
TERMINOLOGY FOR NURSING HOME

PERSONNEL
Introduction to Medical Terminology for Nurs-

ing Home Personnel, a self-study booklet, is now
available from the American Medical Record As-

sociation. Designed to aid those wishing to im-

prove their understanding of basic medical ter-

minology used in nursing homes, the lesson guide

provides a useful resource for inservice train-

ing programs in medical terminology.

The 25-page lesson guide contains five, one-

hour lessons with worksheets which instruct the

reader in word roots, word building, medical

terms and nursing home terminology. Pronun-
ciation of commonly-used terms, a glossary and

a list of abbreviations are also provided. Answers
to each lesson appear near the end of the book
where additional word list space allows the reader

to record medical terms that are pertinent to his

area of study.

After completing the lessons the reader should

be able to build medical terms using the word

parts he has studied; identify new word parts;

reasonably define and pronounce medical terms

found in nursing home records; correctly spell

medical terms studied in each lesson; and use a

medical dictionary proficiently.

The lesson guide can be obtained from the

Order Unit, American Medical Record Associa-

tion, 875 N. Michigan Ave
,
Suite 1850, Chicago,

IL 60611. Payment of 75c per copy must ac-

company orders. Quantity discounts are as fol-

lows: 10-50 copies, 15 percent discount; 51-100,

20 percent; 101-1,000, 25 percent.
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FEW AMERICANS DIE FROM SNAKEBITE
Snakebites very seldom kill.

Some 45,000 persons are bitten by snakes each

year in the United States, says a report in the

July 28 issue of JAMA.
In an article reminding physicians of the proper

treatment for snakebite, a group from the Uni-

versity of California School of Medicine, Los An-
geles, reported that of the 45,000 bites, some
8,000 are by venomous snakes. Despite these many
bites by poisonous snakes, deaths from snake

venom poisoning have not exceeded 12 per year

in the past five years. In some 20 percent of the

bites of poisonous snakes, no venom is actually

injected.

While there are more than 3,000 species of

snakes, only 300 or so are sufficiently poisonous

to be of danger to man. In the United States,

there are some 120 species of snakes, about 20

of which are venomous. These latter include

rattlesnakes, cottonmouth water moccasins, cop-

perheads and coral snakes.

Injection of antivenin as soon as possible after

the bite is highly important in treatment, the

California group declares.

Incisions over the fang marks and suction from
the cuts are helpful only within the first 30 min-

utes after the bite. A tourniquet above the bite

may help. The patient should be kept warm, not

allowed to walk or be given alcohol, and should

be given constant reassurance.

The most important act following snakebite is

to get the victim to a hospital or doctor as quick-

ly as possible. New studies have shown that the

antivenin is most effective when given within
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four hours of a bite, the earlier the better. It

is of less value if delayed for 8 hours, and

of questionable value after 24 hours.

The report is by MDs Findlay E. Russell, Rich-

ard W. Carlson, Jack Weinschel and Arthur H.

Osborne.

JO ELLEN SMITH MEMORIAL HOSPITAL
MEDICAL STAFF

Department Heads: Paul J. Walters, Dentistry;

Frank H. Wagner, General Practice; Wayne A.

Owens, Internal Medicine; James E. Moorman,

OB Gyn.; David Gyer, Pathology; John L. Moore,

Pediatrics; Jay W. Seastrunk, Psychiatry; Daniel

Talbot, General Surgery; Martin A. Belanger,

Radiology. (All MDs).

Staff: William E. Harmon, MD, James A. Wall,

MD, Richard G. Zerpernick, MD, Richard K.

Akins, DDS, James S. H. Kim, DDS, Charles J.

McShane, DDS, Gaston de la Bretonne, MD,
Joseph L. Dileo, MD, Daniel A. Marshall, MD,
Lawrence Zaslow, MD, Thomas D. McCaffery,

MD, John J. Gordon, MD, Floris M. Herbert, MD,
Sewall K. Kepner, Jr., MD, Frank J. LeCourt,

MD, Philip J. Saleeby, MD, Ernest A. Schiro,

MD, Joseph Serio, MD, Jerry R. Smith, MD, Aus-

tin J. Wingerter, MD, Robert G. Font, MD, Hak

Kian Oei, MD, Meyer Sutton, MD, Fernando

Adolescent Care Unit
350 Crossgates Blvd.

P. O. Box 730

Brandon, Mississippi 39042

(601) 982-8151

A private, in-patient intensive psychiatric

treatment unit for a wide range of nervous,

emotional, mental and personality disor-

ders. Accredited and Licensed. Academic

programs maintained by Educational

Psychologist. The Adolescent Care Unit is

situated in a General hospital less than two

miles from the Jackson Municipal Airport.

C. Mims Edwards, M.D., Barbara Goff, M.D.,

Attending Physician Consulting Physician

Astilla, MD, Joseph H. Beilina, MD, Robert R.

Berthier, MD, Gary A. Dildy, MD, Louis E.

Levinson, MD, Ralph E. Lupin, MD, Lewis I. Post,

MD, William C. Scheppegrell, Jr., MD, Albert

Shiu, MD, Thomas R. Smith, MD, Jose Torres,

MD, Janos Voros, MD, Jack Zoller, MD, Bonnie

Lee Adair, MD, Joseph Guarnieri, MD, Martha
E. Lea, MD, David McNeill, MD, Joseph P.

Rumage, MD, Earl J. Sonnier, MD, Betty J.

Wood, MD, Raymond E. Horn, MD, Earl J. Rozas,

MD, Frank Schiavi, MD, Jack Winters, MD.

Irvin Goldman, MD, John Hart, MD, Thomas

Irwin, MD, John Klees, MD, James Freeman, Sr.,

MD, Richard L. Bagnetto, MD, Douglas R. Bos-

tick, MD, Leo Fisher, MD, James Michael For-

tino, MD, Robert L. Guy, MD, Earl J. Madere,

MD, James W. Mann, MD, Doris H. Thompson,

MD, Gustavo A. Colon, MD, James A. McKeon,
MD, Genevieve A. Arneson, MD, Helen R. Mason,

MD, Eugene L. Appel, MD, James C. Decuers,

MD, Frank C. DiVincenti, MD, Julius L. Levy,

Jr., MD, Howard A. Nelson, MD, Robert L. Car-

ter, MD, John Overby, MD, Vincent V. Tummi-
nello, MD, Robert L. Applebaum, MD, Isadore

D. Brickman, MD, Alvin M. Cotlar, MD, Carl

F. Culicchia, MD, William E. Griffith, MD, Doug-
las A. Haddow, MD, Samuel Logan, MD, Alton

Ochsner, MD, Hewitte A. Titian, MD, Bert A.

Glass, MD, David de Bessonet, MD, John I. Cran-

mer, MD, Jules S. Deutsch, MD, Billy R. Eubanks,

MD, Jon M. Beauchamp, Albert I. Hendler, MD,
Carl S. Merlin, MD and Harold R. Neitzschmann,

MD.

CIGARS WORSE THAN CIGARETTES
Ex-cigarette smokers who switch to cigars may

be exchanging a bad health risk for a worse one,

a spokesman for the American Lung Association

of Louisiana, Inc., reported.

Ben Fontaine, Coordinator of Educational Ac-
tivities, said inhaled cigar smoke robs the blood

of more oxygen even than does inhaled cigarette

smoke. And, he said, most ex-cigarette users in-

tentionally continue inhaling.

Sixteen nonsmokers, 24 inhaling cigarette

smokers and 10 inhaling cigar smokers who all

were ex-cigarette smokers participated in a re-

cent investigation. All were lung disease out-

patients.

Carboxyhemoglobin levels of the 10 cigar in-

halers were as much as four times as high as

those of the 24 cigarette smokers, and eight times

as high as those of the nonsmokers, Fontaine

said. Blood oxygen saturation was significantly

less in cigar than in cigarette inhalers, and also

was less in cigarette smokers than in nonsmokers.

Carboxyhemoglobin is formed when carbon

monoxide resulting from incomplete combustion

of tobacco is inhaled and combines with hemo-

globin in the blood. Incapable of transporting
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oxygen, it interferes with the exchange of oxy-

gen and carbon dioxide in the lungs, robs body

tissues of oxygen, and contributes to hardening

of the arteries.

TWELVE LOUISIANA DOCTORS ATTEND
MISSISSIPPI SYMPOSIUM

Twelve Louisianians joined Mississippi family

physicians for a diabetes symposium at the Uni-

versity of Mississippi Medical Center in Jackson.

They discussed special needs of their diabetic

patients, explored pitfalls in managing the young
diabetic, and learned about medication for the

adult diabetic.

The UMC Division of Continuing Health Pro-

fessional Education and the School of Medicine

sponsored the course with support from the

Upjohn Company.

Louisiana participants included Dr. Vernon T.

Baldwin, Winnsboro; Dr. T. G. Biggs, Jr., and

Dr. James W. Schonlan, Oak Grove; Dr. William

H. Brown, Alexandria; Dr. S. I. Courtman, Dr.

D. R. Hamilton, Dr. and Mrs. Daniel E. Hutton,

and Dr. Henry Hammonds, Monroe; Dr. Q. S.

Faller, Kentwood; Dr. Alton R. Irwin and Dr.

John G. Norris, Jr., West Monroe.

REVIEWS OF INTEREST TO
CLINICAL NEUROSCIENTISTS

The Clinical Neurology Information Center,

which is largely supported by the National In-

stitute of Neurological and Communicative Dis-

eases and Stroke (NIH), publishes a biweekly

review of articles of interest to the clinical “neu-

roscientist,” appropriately named the Concise

Clinical Neurology Review (CCNR). In 1975-76

alone approximately 10,400 articles will be re-

viewed. Four thousand of these will be pre-

sented as “terse conclusions,” ie, a single sen-

tence summarizing the essence of the article.

The remaining 6,400 will be presented as ref-

erences only. The review includes articles pub-

lished in over 850 regular recurring journals,

over half of which are not later than 3 to 4

weeks after their appearance in the journal.

Neuroscientists from many foreign countries as

well as the United States and Canada find that

the Concise Clinical Neurology Review gives them

a comprehensive overview of the vast amount of

current information applicable to their field of

interest, in an easy to read format.

A two-volume subscription with 13 issues per

volume in available at $15.00, and $12.50 for

house officers, students and fellows. Requests

for subscription forms, a sample copy or more

information can be obtained by writing the Clin-

ical Neurology Information Center, University

of Nebraska Medical Center, 42nd and Dewey
Avenue, Omaha, Nebraska 68105.

MEDICARE FRAUD IS NOT FREQUENT,
SAYS AMA REPORT

How widespread is Medicare fraud? Not very,

according to a publication of the American Medi-

cal Association.

Between June 1966 and December 1974 the

Social Security Administration completed inves-

tigations of 13,410 allegations that health care

professionals and institutions had defrauded the

Medicare program, says a report in the Septem-
ber American Medical News.

Only 271 of the cases—2.0 percent of the

total—were turned over to the Justice Depart-

ment for criminal prosecution.

The report was based on data supplied by

SSA, the government agency that administers the

Medicare program. The 271 cases involved 299

individuals (1.1 defendants per case), the SSA
data indicate.

Subsequently, 114 of the defendants were ac-

quitted, their cases were dismissed, or the U. S.

attorney declined to prosecute.

Convictions were obtained of 117 defendants,

equal to fewer than 1 percent of the Medicare
fraud cases investigated by SSA over the 8-1/2

year span.

NEW DEPARTMENT CHAIRMAN
AT TULANE

Dr. Horton A. Johnson, noted pathologist and
researcher, has been named the new chairman of

the department of pathology at Tulane University

School of Medicine 1

.

Dr. Johnson, the author of more than 50 pub-

lications, has been the recipient of several scien-

tific awards including the Bausch & Lomb Sci-

ence Award in physics, the Lederle Medical Fac-

ulty Award and the College of Physicians and
Surgeons Alumni Medal.

Prior to his appointment at Tulane Medical

Center, the pathologist served as professor of

pathology at Indiana University in Indianapolis,

Ind. He also has held positions at the State Uni-
versity of New York in Stony Brook, the Brook-
haven National Laboratory in Uptown, N. Y., and
the University of Utah.

Dr. Johnson is a member of a number of scien-

tific organizations including the American Asso-

ciation of Pathologists and Bacteriologists, the

Radiation Research Society, the Biophysical So-

ciety and the National Council on Radiation Pro-

tection and Measurements.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

There is a marked sinus bradycardia

with a prolonged QT interval even when
corrected for rate (QT — 0.60 second,

QTc = 0.48 second). The QT prolon-

gation is due primarily to a prolongation

of the ST segment. This is characteristic

of hypocalcemia and can be observed

in chronic renal insufficiency, inade-

quate calcium intake, vitamin D defi-

ciency, idiopathic hypoparathyroidism,

partial or total parathyroidectomy, os-

teomalacia, respiratory or metabolic

alkalosis or as in the case of this indi-

vidual, calcium loss. Although less com-

mon, flattening or inversion of the T
waves may be observed. Significant

cardiac arrhythmias are rare.

Discussion

“On the qt” according to the Part-

ridge Dictionary of Slang and Unconven-

tional English means quiet. Perhaps this

expression is appropriate when apply-

ing it to the QT interval since this inter-

val is frequently overlooked in EKG
interpretation. The QT interval is mea-

sured from the beginning of the QRS
complex to the end of the T wave and

represents electrical depolarization and

repolarization of ventricular systole. It

should be measured in a lead in which

it is the longest and shows the termina-

tion of the T wave distinctly. This inter-

val is effected by heart rate becoming
shorter as the rate increases and there-

for should generally be rate corrected.

The most well accepted formula for

this is QTc = QT as measured/R-R with

the upper limits of normal being 0.405

seconds.

The principal effect of alterations in

the serum calcium is seen in the ST seg-

ment and differentiates QT prolonga-

tion from quinidine effect, hypokalemia
etc. This is because calcium exerts its

most prominent effect on phase 2 of the

action potential, that phase most criti-

cally related to the ST segment on the

surface ECG. On the other hand phase

3 is relatively unaltered so that the T
wave is unaffected. These effects are

related to the concentration of ionized

rather than total calcium so that one

cannot necessarily relate the duration

of the ST segment and the degree of

hypocalcemia although a closer corre-

lation can be obtained if cerebrovascu-

lar fluid calcium concentration is mea-
sured.

Finally, it should be recalled that the

effect of calcium on various electro-

physiologic properties of the heart may
be dependent upon the serum potassium

concentration. Thus, intraventricular

and atrioventricular conduction, and the

facilitation of ventricular fibrillation

caused by an increased extracellular

potassium concentration can be reversed

or prevented by increasing the calcium

concentration.

References
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Have you ever held a meeting

between a Riverboat and a Southern Plantation?
alone be sure to stay at

our place ! Our fun
facilities are as fabulous
as our meeting facilities!

^ /foot i*

MAVarriott
HOTEL

Canal at Chartres, New Orleans, La. 70140
(504) 581-1000 or Toll Free (800) 228-9290

You can ! At the new
1000 room, 42 floor

New Orleans Marriott

... in the French
Quarter ! Where the

lobby’s a Southern
Plantation fantasy; the

rooftop’s an old-time

Mississippi Riverboat
restaurant; and you’re

between them both in

meeting rooms to end
them all

!

You’ll have
30 meeting rooms and
60 conference parlors.

Plus a Grand Ballroom
2 stories high that

houses 2500 and 2 huge
exhibition halls, all

wired for sound. And,
you’re just 2 blocks

from the Rivergate
Exhibition Center.

If you’re in New
Orleans on business
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Overvieiv of the Psychotherapies

;

edited by Gene

Usdin, MD. Brunner/Mazel, Inc., New York,

204 p, 1975, $8.50.

This book is developed from the 1974 meeting

of the American College of Psychiatrists. Con-

tributors to this volume come from the top eche-

lon of the psychiatric profession.

Jerome Frank, in the opening chapter, places

in clear perspective the current widely varying

types of psychotherapy. Noticing the often over-

whelming explosion of therapies, he seeks com-

mon denominators which characterize them.

At the meeting, a videotape of a clinical eval-

uation had been presented, and the contributors

to this book had related their particular thera-

peutic modalities to the treatment of the patient

presented in the videotape. The chapter follow-

ing Frank’s is an abstract of the videotape

material.

John Nemiah then discusses the dynamic psy-

chotherapies. He gives an unusually clear and

succinct review of the theory and methodology

of psychoanalysis and the insight-oriented thera-

pies deriving from it.

The Birks then embark on an extensive review

of behavior therapy. They urge an integration

of the principles of behavioral and dynamic

therapy within a unified treatment model. They

discuss the utilization of this model in group,

family, and couple therapies, as well as indi-

vidual therapy.

George Saslow next amplifies the behavioral

approach by discussing its application to the

data gathered in the taped evaluation interview.

He focuses on and elaborates on the techniques

of this form of treatment, citing the theoretical

basis and the clinical efficacy of each.

Morton Lieberman then undertakes a concise,

thought-provoking overview of the current uses

of small groups for healing. He reviews the his-

tory of the entire group movement, from efforts

to undo neuroses to self-help programs to en-

counter experiences to consciousness-raising

groups.

An often neglected aspect of psychotherapy,

its use in conjunction with psychotropic drugs, is

wisely included in this book. Shervert Frazier

discusses this topic brilliantly, focusing the read-

er’s attention on the minutiae of data, which one

must obtain in even a brief interview if one is

to master the intricacies of drug selection for

the individual. With the data available, he

methodically constructs a sound treatment pro-

gram in a concise manner that is most impres-

sive.

Peter Martin then discusses the psychotherapy

of marital partners. He derives “normal” values

for marriage from three pathological marriage

patterns. His innovative elucidation of these pat-

terns and the types of partners who display

them provides an orderly and useful framework

within which the clinician can organize the data

he gathers in everyday practice.

The book concludes with Joseph Zubin’s lec-

ture, “A Biometric Approach to Diagnosis and

Evaluation of Therapeutic Intervention in

Schizophrenia.” Zubin begins by citing the value

of accurate measurement of psychopathology on

studies of etiology and efficacy of treatment of

mental illness. His extensive review of the his-

tory of the biometric approach reminds the read-

er how little we know about the etiology of

schizophrenia.

His summary of the major etiologic models

studied is a concise statement of current theories

of schizophrenia’s etiology. He also reminds us

that there are some who are unsure about the

existence of schizophrenia as a disorder. He
cleverly seduces the non-biometrically oriented

clinician into a biometrical proof of the dis-

order’s existence.

Altogether, the authors present a thorough,

challenging overview of the variety of therapies

in our armamentarium. The message, clearly

conveyed by the editor’s juxtaposition of so

many varied points of view, is that we must

improve our knowledge and ability to use all of

these therapies to develop treatment programs

which fit the individual patient best, rather than

“fitting the patient” into any monolithic com-

mitment to a single approach.

Robert L. Newman, Jr., MD

The Ultimate Stranger: The Autistic Child; by

Carl H. Delacato, Ed. D. Doubleday and

Company, 226 p, 1974, $6.95.

The purpose of this book is to acquaint parents

of autistic children and other interested persons

with the author’s theories and treatment of au-

tism. He begins by telling of his decision to find

the cause of abnormal behavior. This undertak-

ing was his response to criticisms of his theories

of neurological organization which he had de-

vised to explain learning problems. In his modest

way, he decided to begin with the most challeng-

ing of all behavior, that of the autistic child.

He tells of being surprised to Cnd that chil-

dren in residential facilities who nave neurolog-

ical damage and retardation also exhibit autistic

behavior. Departing from Aristotelian logic, he
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draws the remarkable conclusion that retarded,

brain injured, and autistic children are, there-

fore, all victims of the same disease. He explains

all symptoms of autism on the basis of brain

injury and states that the only unique features

of autism are the “isms” (repetitive behaviors),

without which these children would be “like any

other children who don’t talk”

!

Dr. Delacato tells of traveling in search of

truth to a South American jungle where, after

an exotic meal of piranha and beans, he observed

a small fish jump out of a stream to evade a

predator and then lie flopping on the ground

until it landed back in the water and swam away.

This led to a flash of insight that the repetitive

behaviors of autistic children were self preserva-

tive like the flopping of the fish. After observ-

ing similar repetitive behaviors in blind and deaf

children, he concluded that they represent at-

tempted self-treatment of a severe sensory prob-

lem. He tells of testing his theory on an autistic

child who repetitively bit her hand by providing

other sensory stimulation, including immersing

the hand in hot and cold water, pinching and

rubbing it. Because the hand biting ceased, he

believed he had “broken part of the code,”

through discovery that autistic children are brain

injured, receive too much or too little sensory

input, and use repetitive stimulation to “normal-

ize their intake channels.”

The author describes his method of observing

an autistic child. He attempts to determine what

sensory malperception causes the repetitive be-

haviors and then explains this to the parents,

who feel greatly relieved to have an explanation

for their child’s seemingly bizarre behavior. He
then designs a treatment program to be carried

out at home by the parents. This involves de-

creasing or increasing stimulation of the sensory

modalities. For example, parents of children de-

termined to be overly sensitive to touch are ad-

vised to eliminate rough or scratchy clothing, to

expect the child to resist bathing or having his

nails clipped, and to avoid excessive handling of

the child but at the same time to gently stroke

him in order to build up tolerance to tactile

stimulation. This initial treatment is designated

“treating for survival,” which means reducing

repetitive behavior to a level that can be tol-

erated by parents and others.

Dr. Delacato then purports to “treat the cause”

of autism. After stating that psychotherapy is

useless, he reviews various other treatments in-

cluding behavior modification, education, drugs,

orthomolecular therapy, and his own “neurolog-

ical organization.” He considers that in develop-

ment each child retraces evolutionary process,

developing first the more ancient, primitive sec-

tions of the brain, then moving to newer more

complex areas. He assumes that if levels are

skipped, the final development and organization

will be deficient. He theorizes that problems in

learning, mobility, coordination, and behavior

may result from skipping developmental stages.

He also attributes these dysfunctions to disuse

atrophy of the nervous system. After an evalua-

tion of sensory and expressive areas, Dr. Dela-

cato feels able to state which developmental

stages have been skipped or slighted. From his

description it appears, however, that no matter

what the evaluation shows, the treatment is the

same: the children are required to practice

crawling or creeping. If it is impossible for the

child to cooperate in this he is “patterned,”

which means that two or three adults move the

child’s body through the motions of crawling or

creeping until he becomes willing or able to do

it independently. The parents of his case exam-
ples spend a minimum of four hours daily work-
ing with their children. Although no double

blind studies are reported, Dr. Delacato claims

that his method is superior to other methods of

treatment for mild to severe brain injury and
for autism.

One gets the impression that the author feels

he will have proved his treatment method if he

convinces us that autism is an organic disorder.

Actually, the vast majority of medical investi-

gators (including psychiatrists and neurologists)

favor organic etiology7—even though some have

primary interest in psychological aspects of au-

tism, including the ways in which environment

modifies symptomatology. The Doman-Delacato

patterning treatment of autism will not stand or

fall on the basis of theories of etiology, but on

proved effectiveness or lack of effectiveness.

Thus far, others have been unable to substan-

tiate Dr. Delacato’s claims.

Regardless of whether the author’s theories

are correct, it seems highly likely that his treat-

ment method would benefit some children. The

marked increase in parental attention to the

child and reduction in the parent’s anxiety should

lower the anxiety level in the child and render

him more accessible to relationships and more
open to experiences. It would be interesting to

contrast results obtained with the Doman-Dela-
cato method and those obtained with parents

spending the same amount of time with their

children simply talking with them or doing

pleasurable things together

The fact is that all methods of treatment of

autism, including psychotherapy, result in some

favorable outcomes, but no method of treatment

is uniformly successful.

Lillian H. Robinson, MD

November, 1975—Vol. 127, No. 11 447



BOOK REVIEWS

PUBLICATIONS RECEIVED

( Certain ones of these will be selected for review.

)

Doubleday & Company, N. Y. : Head Nurse, by

Barbara Villet; How to Beat Fatigue, by Linda

Pembrook
;
Keeping Food Safe, by Hassell Brad-

ley and Carole Sundberg; A Nice Neat Operation

and the Hospital Where It Occurred, by Muriel

Beadle; Is It Well with the Child?, by Susan

Strauss.

J. B. Lippincott Co., N. Y. : Stress without Dis-

tress, by Hans Selye, MD.

Lange Medical Publications, Los Altos, Calif.

:

Handbook of Pediatrics, by Henry K. Silver, MD,

C. Henry Kempe, MD, and Henry B. Bruyn, MD
(11th ed.)

;
Review of Physiological Chemistry,

by Harold A. Harper, PhD, (15th ed.)
;
Medical

Physiology, by W. F. Ganong, MD (7th ed.).

Philosophical Library Inc., N. Y. : Essays on

Longevity, by Samuel Kahn, MD.
;
The Story of

Medicine, by Petros de Baz, MD.

The C. V. Mosby Co., St. Louis: Practice of

Surgery: Current Review, by Walter F. Ballin-

ger, MD and Theodore Drapanas, MD (Vol. II).

Nelson-Hall, Chicago: Practical Psychiatry for

the Primary Physician, by James R. Hodge, MD.

National Academy of Sciences, Washington,

DC: Genetic Screening: Programs, Principles, and

Research, by the Committee for the Study of In-

born Errors of Metabolism.

Office of the Surgeon General, Washington,

DC: Neuropsychiatry in World War II: Vol. II,

Overseas Theaters, prepared under the direction

of Lt. Gen. Hal B. Jennings, Jr., The Surgeon
General, US Army.

The Williams & Wilkins Co., Baltimore, Md.:

Child Health in the Tropics, edited by D. B. Jel-

life, MD (4th ed.).
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IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law ; diphenoxylate
HCI is chemically related to meperidine. In

case of overdosage or individual hypersensi-
tivity, reactions similar to those after meperi-
dine or morphine overdosage may occur;
treatment is similar to that tor meperidine or
morphine intoxication (prolonged and careful
monitoring). Respiratory depression may recur
in spite ot an initial response to Nalline® (nal-

orphine HCI) or Narcan® (naloxone HCI) or
may be evidenced as late as 30 hours alter in-

gestion. LOMOTIL IS NOT AN INNOCUOUS
DRUG AND DOSAGE RECOMMENDATIONS
SHOULD BE STRICTLY ADHERED TO. ESPE-
CIALLY IN CHILDREN. THIS MEDICATION
SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: In children less than 2 years,
due to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with special caution in young chil-

dren, because of variable response, and with extreme
caution in patients with cirrhosis and other ad-
vanced hepatic disease or abnormal liver function
tests, because of possible hepatic coma. Diphenoxy-
late HCI may potentiate the action of barbiturates,
tranquilizers and alcohol. In theory, the concurrent
use with monoamine oxidase inhibitors could pre-
cipitate hypertensive crisis. In severe dehydration
or electrolyte imbalance, withhold Lomotil until cor-
rective therapy has been initiated.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with
caution to patients receiving addicting drugs or
known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warnings and pre-
cautions for atropine; use with caution in children
since signs of atropinism may occur even with the
recommended dosage. Use with care in patients with
acute ulcerative colitis and discontinue use if ab-
dominal distention or other symptoms develop.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing, hyper-
thermia, tachycardia and urinary retention. Other
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom-
fort, respiratory depression, numbness of the ex-
tremities, headache, dizziness, depression, malaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant urti-

caria, paralytic ileus, and toxic megacolon.

Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For ages
2 to 5 years, 4 mi. (2 mg.) t.i.d.; 5 to 8 years, 4 ml.
(2 mg.) q.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5 times
daily; adults, two tablets (5 mg.) t.i.d. to two tablets
(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml.,

5 mg.) q.i.d. Maintenance dosage may be as low as
one fourth of the initial dosage. Make downward
dosage adjustment as soon as initial symptoms are
controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of
overdosage include flushing, hyperthermia, tachy-
cardia, lethargy or coma, hypotonic reflexes, nystag-
mus, pinpoint pupils and respiratory depression
which may occur 12 to 30 hours after overdose. Evac-
uate stomach by lavage, establish a patent airway
and, when necessary, assist respiration mechani-
cally. A narcotic antagonist may be used in severe
respiratory depression. Observation should extend
over at least 48 hours.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate HCI
with 0.025 mg. of atropine sulfate. Liquid, 2.5 mg. of
diphenoxylate HCI and 0.025 mg. of atropine sulfate
per 5 ml. A plastic dropper calibrated in increments
of Vz ml. (total capacity, 2 ml.) accompanies each
2-oz. bottle of Lomotil liquid.

Searle & Co.
San Juan, Puerto Rico 00936

SEARLE
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Hypertension: A Problem with a Solution*

DURING the past three years much
emphasis on hypertension has been

generated as a result of the National

High Blood Pressure Education Pro-

gram. One can hardly pick up a jour-

nal without an article on the subject.

In general, the literature is in agree-

ment that:

—Hypertension is a major public

health concern, indeed one of epi-

demic proportion in our society.

—Severity of hypertension has pro-

portional adverse effects on mor-

bidity and mortality especially as

a risk factor in stroke and heart

attacks.

—Detection of the disease is simple.

—Effective drugs are available, and

proper comprehensive treatment

results in 80 to 90 percent conver-

sion of hypertension to the normo-

* Originally presented at the conference “Cur-

rent Concepts of Clinical Hypertension,” spon-

sored by the Orleans Parish Medical Society, the

Division of Continuing Education and the De-

partment of Medicine of Louisiana State Uni-

versity School of Medicine—New Orleans, and

the CIBA Pharmaceutical Company.

Dr. Sanchez is professor of family medicine

and associate dean for continuing education.

RAFAEL C. SANCHEZ, MD
New Orleans

tensive state, with a reduction in

complications of the disease.

Drs. Garbus and Reynolds1 reported

in the Journal of the Louisiana State Med-
ical Society that 32 percent of patients

screened in their 1973 New Orleans effort

had previously undetected potential hyper-

tension—an alarming figure. It poses a

formidable challenge for early detection

by all physicians and increased surveil-

lance as well as competent management by

all primary physicians.

Elsewhere in this issue the evaluation

of a recent continuing education effort

identifies patient compliance as the most
important problem in treatment of the

hypertensive. It also points out several

concerns by physicians, principally the

need to understand the disease and up-

date our knowledge regarding new con-

cepts and new resources for manage-
ment.

Respondents were interested physi-

cians who come to meetings and par-

take of new knowledge. But, what of

the others—do they not also need heal-

ing?

The Report of the Working Group

1. Garbus SB, Reynolds JL, Garbus SB: A community
effort : The New Orleans hypertension screening project. J

La State Med Soc, 127:251-256, 1975
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EDITORIAL

on the Training and Evaluation of Phy-

sicians on High Blood Pressure sets

forth clear goals for educational pro-

grams for all physicians. These goals

are simple and achievable, ie:

—The regular recording of the blood

pressure of all patients.

—An initial assessment of all patients

with high blood pressure and/or re-

ferral to an appropriate source.

The report further recommends a

problem oriented attitude for primary

care physicians

:

—They should develop an adequate

data base for the hypertensive.

—They should be competent to assess,

on the basis of a complete and care-

ful evaluation, the patient’s status.

—They should formulate a plan for

management of the disease which
includes, counseling, therapy, pa-

tient education, and follow-up.

As physicians we need to set goals

for ourselves. The above goals are with-

in the realm of accomplishment for all

of us whether our specialty is in primary

care or in a narrower field.

For our patients, a little time spent

in education will result in a generous

reward. The informed patient is a com-
pliant patient. Patients who comply and
follow instructions and take their medi-

cine as prescribed are good patients.

They are patients who get well and
stay well.

HIBERNIABILITY:
Ways to help you help yourself

Banks offer a lot of services and most of you are

familiar with them. At Hibernia we offer them all, but

we also offer you more than the usual banking services.

At Hibernia we’re not just concerned with your specific

banking needs. We’re also concerned with giving guid-

ance and direction to your whole financial life. With

helping you and your family to a more secure financial

future. That’s Hiberniability.

NATIONALBANK
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Evaluation of a Hypertension Conference*

MEDICAL education is known to be

one of the most complex of edu-

cational endeavors. Once beyond the un-

dergraduate level, the physician’s train-

ing involves such multiple areas as resi-

dency programs, office management and
many other practical aspects of medical

care. A lifelong need for continuous re-

assessment of knowledge is also recog-

nized by the mature physician.

Cognizant of the need for continuing

education, medical conferences are

routinely held to help in fulfilling this

need. The educational value of these

conferences, seminars and lectures in

assisting the private practitioner has

been suggested, but has only infrequent-

ly been evaluated. 1

The widespread significance of hy-

pertension offers an important topic for

educational assessment. Prior to the or-

ganization of a hypertension conference

held in November, 1974, the Depart-

ments of Continuing Education and Med-
icine of Louisiana State University Med-
ical Center decided to evaluate the re-

sults of this conference in terms of prac-

tical value to the participants. More-

* Originally presented at the conference “Cur-

rent Concepts of Clinical Hypertension,” spon-

sored by the Orleans Parish Medical Society,

the Division of Continuing Education and the

Department of Medicine of Louisiana State Uni-

versity School of Medicine—New Orleans, and

the CIBA Pharmaceutical Company.

Dr. Garbus is assistant professor of medicine

and pharmacology.

Dr. Donohue’s title was head of the Depart-

ment of Communications. He is currently at the

University of Hartford.

Ms. Garbus is a research associate.

Dr. Sanchez is professor of family medicine

and associate dean for continuing education.

STANLEY B. GARBUS, MD
THOMAS DONOHUE, PhD

SHARON GARBUS
RAFAEL C. SANCHEZ, MD

New Orleans

over, it was hoped that the findings

would contribute toward the success of

future conferences.

Methodology

Analysis of the educational benefits

of the conference was predicated upon
the basic goals of the meeting itself.

Since the purpose was to acquaint prac-

titioners who attended the meeting with

some current concepts of the diagnosis

and therapy of hypertension, highlights

which the attendees found useful in their

practice were considered to be the most
significant. Also, those ideas the speak-

ers had considered important—which
were not well understood or accepted

by the audience—were the points for

which further educational efforts were
required. Perhaps the speaker himself,

the visuals he presented, or the com-
plexity of the topic could be faulted

when a particular point was not well

understood. The challenge in improv-
ing continuing medical education is to

identify those medical topics that call

for updating. Once this is accomplished,
the material must be presented interest-

ingly and audience comprehension eval-

uated to determine the effectiveness of

the presentations.

With this in mind, the initial step was
taken to determine the character of the

audience. An initial questionnaire was
sent or given to all physicians who reg-

istered for the conference. They were
polled regarding the number of hyper-

tensive patients seen, the antihyperten-

sive therapy used and the problems
thereof, any topics of special interest

and the size of the community in which
the physicians’ practices were located.

In planning the lectures with the in-

December, 1975—Vol. 127, No. 12 451



CONFERENCE EVALUATION—GARBUS, ET AL

dividual speakers, each was asked to

detail major points of specific impor-

tance from his lecture prior to the ac-

tual meeting. From all eight speakers, a

total of 48 statements of major points

were elaborated.

During the meeting, the audience was

not informed of the evaluation question-

naire that would follow the conference.

All lectures were presented as listed on

the program, followed by a live drama-

tization of clinical cases to initiate a

general discussion and to facilitate au-

dience participation. Drama students

from the University of New Orleans

acted out the roles of hypertensive pa-

tients from scripts complete with past

history, symptoms and clinical findings.

Within two weeks immediately follow-

ing the meeting, all physicians who at-

tended were sent the list of 43 major
points. They were requested to check

off each statement to indicate if they

believed the concept presented by the

lecturer was clear, vague or if they were
unsure. Also, the attendees were asked
to note the 3 points (of the 43) which
they considered to be most significant,

most instructive for their practices, not

previously known and needing further

clarification.

Results—I. Patient Status Survey

The results of the questionnaires re-

vealed both trends and problems in treat-

ment procedures and areas that need
more attention because of physician un-

certainty.

A greater percentage (52%) than
was expected of those who attended
the symposium returned both of the

questionnaires, and statements regard-

ing the effectiveness of the materials

presented are made on the basis of that

population. It should be noted that na-

tionally a 30 percent return of a mail

questionnaire is considered to be normal
for a first mailing.

The results indicated a fairly equal
rate of return based on the size of the

population of the municipalities served

by the physicians. For example, 59 per-

cent indicated they served areas with

populations under 50,000; 41 percent

served areas with populations over

100,000; and no one who returned the

questionnaire served an area from 50-

100,000 persons. Moreover, the respon-

dents indicated that they saw an aver-

age of 30 hypertensives per week, with

the highest numbers seen by any one

physician listed at 100 hypertensive pa-

tients.

One of the objectives of the survey

was to determine current treatment pro-

cedures used by physicians. The results

of the first questionnaire revealed that

patients were receiving the following

percentages of treatment modalities:

antihypertensive drugs 29 percent; diu-

retics 28 percent; diet 27 percent; and
sedatives or tranquilizers 15 percent.

(Percentages total more than 100 per-

cent because of multiple responses for

patient treatment.) Furthermore, it was
of interest to determine what drugs were
being most widely prescribed. The per-

centages of antihypertensive drugs were :

Aldomet 38 percent; reserpine 25 per-

cent; Apresoline 23 percent; and Ismel-

in 14 percent. In fewer cases the fol-

lowing drugs were being prescribed

:

Diuril, Diamox, phenobarbital, Esidrix,

Zaroxolyn, Aldactone and Inderal.

A second objective focused on physi-

cians’ assessments of the degree of hy-

pertension control among their patients.

The respondents indicated that 58 per-

cent were judged to be well controlled;

28 percent moderately well controlled

;

and 14 percent poorly or not controlled.

These findings assume greater signifi-

cance when viewed in light of physi-

cians’ judgments of the three most com-
mon problems in treating the hyperten-

sive (See Table 1).

II. Content Significance

The second major focus of the survey

centered on the physician’s understand-

ing and evaluation of the speakers’ pre-
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TABLE I

MOST COMMON PROBLEMS IN TREATING

HYPERTENSION

Problem Percent

1. Diet related problems/obesity 24

2. Failure to continue medication 20

3. Adverse drug side effects 8

4. Hypertension and hypertensive crisis 8

5. Hypokalemia 5

6. Lack of sufficient patient understanding 4

7. Fluctuation of blood pressure 3

8. Heart failure 3

9. Others—includes economic, exercise,

emotional stress and alcoholism 15

sentations. Each respondent was asked

to read the major points he had heard

advanced by each speaker as previous-

ly described in methodology.

The results indicated that the degree

of clarity of the material was a func-

tion of differences in speakers’ presen-

tation rather than to topics or category.

No significant differences were found by
an analysis which was done to deter-

mine if procedural, diet or drug related

information revealed any variability in

levels of clarity. Only noted were in-

dividual differences among speakers ac-

counting for the varying degree of clar-

ity. It should be noted, however, that

with few exceptions, speakers were per-

ceived to have made their points quite

clear in 80 to 90 percent of the in-

stances.

An analysis of those points consid-

ered to be most significant revealed

some significant trends. While almost

all points received one mention as most

significant, those that received three or

more mentions were grouped to deter-

mine if any special facet of hyperten-

sive treatment was getting particular at-

tention. Analysis revealed that the most
frequently mentioned “most significant”

points related to appropriate procedures

for initiating treatment and psychologi-

cal implications of treatment. These are

listed in Table 2.

The results regarding those points

“most instructive for your practice” were
not quite clear. A total of 19 points was

December, 1975—Vol. 127, No. 12

TABLE 2

MOST SIGNIFICANT POINTS

(3 or more mentions)

1. Hypertension should be treated early and

aggressively.

2. Only in those few patients with positive

screening tests are more complicated tests

necessary.

3. Less money and effort should be expended

on evaluation for secondary causes of hyper-

tension and more on adequate therapy.

4. Hypertension is more successfully treated in

its early asymptomatic stages, rather than

when target organ damage has occurred.

mentioned in that category with most

receiving only one vote. Those that re-

ceived two or more are listed in Table 3.

TABLE 3

MOST INSTRUCTIVE FOR YOUR PRACTICE

(2 or more mentions)

1. Hormonal causes of hypertension can be

quite easily ruled out in the initial workup
of every hypertensive.

2. Only in those few patients with positive

screening tests are more complicated tests

necessary.

3. Less money and effort should be expended

on evaluation for secondary causes of hyper-

tension and more on adequate therapy.

4. Diuretics are always used as the initial

therapy.

The results revealed some repetition

of the points considered as most signifi-

cant and as might be expected, related

to procedural matters.

The informational question designed

to reveal points “not previously known”
produced some dramatic results as sev-

eral received as many as five mentions.

Those with three or more mentions are

listed in Table 4.

Predictably, those points “not pre-

viously known” were most often related

to cause and effect relationships, more
specifically to the nuances of the effect

of treatment.

Results for the last category were
also quite clear with regard to those

points the physicians felt needed fur-

ther clarification. In all, only 15 points

were mentioned suggesting far more re-
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TABLE 4

POINTS NOT PREVIOUSLY KNOWN
(3 or more mentions)

1. Renal hypertension can be divided into two

major types: two-kidney Goldblatt hyperten-

sion and one-kidney Goldblatt hypertension.

2. The one-kidney Goldblatt variety is associ-

ated with salt and water retention, increased

plasma volume and cardiac output, normal

renin and aldosterone, and is responsive to

salt depletion.

3. Prostaglandins and other medullary depres-

sor substances may play a role in mainte-

nance of normal blood pressure.

4. Hypertension related to oral contraceptives

is probably due to estrogen and not pro-

gesterone component of the pill.

spondent agreement than for any of the

other questions. The most frequently

mentioned point received eight mentions

and those with three or more mentions

are listed in Table 5.

TABLE 5

POINTS NEEDING FURTHER CLARIFICATION

(3 or more mentions)

1. Renal hypertension can be divided into two

major types, two-kidney Goldblatt hyperten-

sion and one-kidney Goldblatt hypertension.

2. The two-kidney Goldblatt type is associated

with increased renin and aldosterone secre-

tion, relative resistance to sodium depletion

and is responsive to antihypertensive agents

or the removal of the affected kidney.

3. The one-kidney Goldblatt variety is associ-

ated with salt and water retention, increased

plasma volume and cardiac output, normal
renin and aldosterone, and is responsive to

salt depletion.

4. Hypertension associated with reduced renal

mass and function or with some form of

bilateral stenosis, resembles the one-kidney

Goldblatt type.

Surprisingly, all the above points were
advanced by one speaker and may re-

flect the very technical nature of the

content of his presentation.

Summary
In summary, individual differences

appeared to account for much of the va-

riance in perceived speaker clarity, with

theoretical issues among the “most sig-

nificant” points and technical, pro-

cedural, and cause and effect relation-

ships accounting for the “most instruc-

tive,” “not previously known,” and
“needing clarification” responses.

A recent study suggests that many
physicians still have inadequate infor-

mation about hypertension, or do not

consider patient-education as a neces-

sary intervention for appropriate man-
agement of a hypertensive. 1

This conference and the analysis

thereof, point out the importance of con-

tinuing medical education for practicing

physicians. The items found to be of

greatest value were those most practical

in dealing with patient care.

The recent article, “Education of Phy-
sicians in High Blood Pressure,” is com-
prehensive in its description of hyper-

tension training concepts for both the

student and the practitioner, and is to

be highly recommended,2 Scientific pub-

lications play an important role, but

multiple approaches are necessary to

maintain the high degree of competency
necessary for modern medicine.

References
1. Williamson JW, Aronovitch S, Simonson L: Health

accounting: an outcome-based system of quality assurance:

illustrative application to hypertension. Bull NY Acad
Med 51 :727-738, 1975

2. Dustan HP, (Chairman) : Education of physicians in

high blood pressure. Circulation 51:9-27, 1975
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Endocrine Factors in Hypertension*

THE problems of endocrine causes of

hypertension have received a great

deal of attention during the past 15 years.

I think that clinical investigators may have

done a disservice to the practitioners of

medicine by overemphasizing the frequen-

cy of these states and thereby inappropri-

ately raising the degree of concern of

the practitioner in evaluation of his pa-

tients for these various secondary kinds

of hypertension. These diseases are rela-

tively rare, and the practitioner on simple

clinical grounds can usually make the dis-

tinction as to whether one or more of

these diseases is present and whether an

intensive workup is necessary. For the

majority of patients, you need not con-

cern yourself beyond a very simple his-

tory, a physical and a few laboratory tests

to decide if, in fact, an endocrine disease

is a factor as a secondary cause of hyper-

tension.

As to their frequency, I know of no

better data than those taken from a paper

published from the Cleveland Clinic by

Dr. Ray Gifford. I want to emphasize

that he reported on patients seen in Cleve-

land, mostly referred by physicians from

elsewhere, because these were complicated,

difficult patients who had one or an-

other feature suggestive of something be-

yond ordinary essential hypertension. But
even in that population of highly selected

patients, notice that 89 percent had no

other disease but essential hypertension,

recognized after a fairly intensive work-

* Originally presented at the conference “Cur-

rent Concepts of Clinical Hypertension,” spon-

sored by the Orleans Parish Medical Society,

the Division of Continuing Education and the

Department of Medicine of Louisiana State Uni-

versity School of Medicine—New Orleans, and

the CIBA Pharmaceutical Company.

Dr. Kaplan is deputy vice-president for re-

search programs, American Heart Association;

and clinical professor of medicine, Southwestern

Medical School, Dallas.
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up. Now, because Cleveland is a center

particularly for renal disease in hyper-

tension, notice that renal diseases were
the more common. But this is something

that Dr. Kirkendall reported, and I will

omit. They were dealing primarily with an

adult population; and therefore, if we
were dealing with children, I presume

that figure of 1 percent for coarctation

would be higher. Notice that among this

population of patients, all of the endo-

crine diseases make up less than 1 per-

cent of the total. And these are selected

out, so that if you deal with your gen-

eral, unselected hypertensive population,

as seen in a physician’s office, I would

imagine it would be even less than that.

Despite the relatively low overall fre-

quency of these endocrine diseases, they

have received a great deal of interest and

for good reason. We as academicians are

very intrigued by the findings and the

physiological insights that are possible by

the study of such patients. We certainly

learned a great deal about the normal

physiology of normal body fluids by the

study of patients with primary aldoste-

ronism, and for that reason there is cer-

tainly justification to do a good deal of

investigative work on such patients. But
as far as what the practitioner has to

deal with, I think this should not be over-

stated. We’re dealing with relatively rare

diseases which are not that difficult to

approach as far as making the decision

as to whether intensive diagnostic evalua-

tion is necessary. In order to come to

grips with the mass of hypertensives, I’ve

put this sort of composite together of the

patient I would consider to be “inappro-

priate” and therefore deserving of addi-

tional workup. Now, one could argue that

all new hypertensives should have some

evaluation for these various secondary dis-

eases that we discussed; but I would sug-

gest that 90 percent of your patients are
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going to be “appropriate.” That is, they’re

going to be of the typical age of essen-

tial hypertension with lesser degrees of

blood pressure than 180/110, without evi-

dence of organ damage as shown by these

various features, without evidence of the

features indicative of secondary causes,

and will respond reasonably well to ef-

fective therapy. It’s only the smaller per-

centage, perhaps 5 or 10 percent of the

patients, who would have one or more of

these features which would suggest the

need for additional workup.

Let’s turn to the specific types of endo-

crine causes of hypertension. First, pri-

mary aldosteronism and then looking into

the problem of low renin hypertension,

because that is quantitatively a much
greater number of patients, and there are

some features suggestive of mineralocor-

ticoid excess in that group. Then we will

consider Cushing’s disease and then pheo-

chromocytoma.

The pathophysiology of primary aldos-

teronism involves the hypersecretion of

the hormone which causes hypertension

and hypokalemia. The mechanisms for

both of these involve the aldosterone-in-

duced increase in sodium reabsorption

which in turn expands plasma volume and

causes the hypertension as a volume-over-

load phenomenon. At the same time, this

suppresses the renin-angiotensin system.

As salt is reabsorbed more avidly at the

exchange site in the distal tubule, potas-

sium is swept into the urine and hypoka-
lemia supervenes which, if severe enough,

may be associated with various clinical

features.

Though there are patients with a nor-

mokalemic primary aldosteronism, I do

not believe it occurs frequently enough to

concern ourselves with it, unless you are

doing a study as to the need for addi-

tional workup for primary aldosteronism

in normokalemic patients. I think it is

only the hypokalemic hypertensive who
needs a workup.

If a hypertensive patient has hypoka-

lemia without known provocation, such

as laxatives, diuretics, or vomiting, the

chances of that patient having primary

aldosteronism may be as high as 50 per-

cent. Obviously, you are dealing with an

entirely different set of circumstances.

The incidence of primary aldosteronism

in patients with normal potassiums would

be very low. I’m sure it’s less than 1

percent and may be as low as 1/10 of a

percent.

If, on the other hand, a patient has

unprovoked hypokalemia, we’re talking

about an entirely different situation, and

there I think the patient deserves the fol-

lowing complete evaluation:

First, obtain a urinary potassium ex-

cretion after stopping the diuretic and giv-

ing the patient adequate sodium so that

we can uncover potassium wastage if it’s

present. Simply on the basis of how much
potassium there is in the urine, we can

make a fairly good distinction between

the majority of patients who are essen-

tial hypertensives, usually with thiazide-

induced hypokalemia, vs. the patient with

primary aldosteronism.

If a patient is hypokalemic from causes

other than aldosterone excess, he will usu-

ally put out relatively little potassium in

urine, generally less than 30 mEq per day.

That by itself will exclude the need for

additional evaluation in 95 percent or so

of these patients.

If potassium excretion is high, we look

for the renin system to have been shut

off. The aldosterone-induced increases in

blood volume and blood pressure shut off

the renin system. This has been a vir-

tually invariable finding among patients

who have primary aldosteronism. The
plasma renin levels in patients with pri-

mary aldosteronism start low and stay

low despite the use of a renin-raising

stimulus. If the renin is suppressed, one

needs obviously to go on to prove that

aldosterone is in excess. Nowadays, aldos-

terones can be measured by radioim-

munoassay, and we prefer to do them in

plasma.

In a study reported by Dr. David Kem,
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plasma aldosterone was first measured

after having the patient stand for two

hours in order to raise the aldosterone

level. Then two liters of normal saline

were infused over a four-hour period as a

physiological mechanism for suppressing

aldosterone. Patients with essential hy-

pertension and secondary aldosteronism

had plasma aldosterone levels which fell

below 5 nanograms.

Patients with proved aldosteronism gen-

erally start with higher aldosterone levels

and do not suppress. Others use Florinef,

an exogenous salt-retaining hormone, or

DOCA to identify those with autonomous

hyperfunctioning tumors. An approach

such as this is a very useful one if the

patient has hypokalemia and has sup-

pressed renins.

In my book there is a flow diagram

indicating the proper sequence of the

workup of hypertensives with hypokale-

mia. The majority are not going to have

potassium wastage and will therefore be

due to prior diuretic therapy or GI losses.

Of those who do have potassium wastage,

many will have high renins indicative of

estrogen therapy, renovascular disease, or

malignant hypertension. Of those who
have low renins, a small number will have

primary aldosteronism. Now, when we
end up with that, there is a need for

demonstrating the type of pathology pres-

ent. There are two general techniques

presently used. One is to put a catheter

into the adrenal veins, inject dye and

demonstrate the presence of a tumor. The
other procedure, not so generally avail-

able, is to administer radioactive choles-

terol and count over the adrenal glands.

This is a very complicated, sensitive tech-

nique that is only being done in a few

centers.

The reason why it’s necessary to dem-

onstrate the nature of the pathology be-

forehand is that many series show that

many patients have bilateral hyperplasia

and not adenomas. If bilateral hyperpla-

sia is present, the patient should not have

surgery. These patients usually do not

December, 1975—Vol. 127, No. 12

respond, even with the removal of all

adrenal tissue; so that they are then left

upon exogenous steroids for the rest of

their lives, and blood pressure is not im-

proved.

In some series half of the patients had

bilateral hyperplasia. In Dr. Conn’s series,

the number is about 20 percent. As we
have become more sophisticated and more
able to make the diagnosis in the rela-

tively milder patient, we are seeing more
bilateral hyperplasia, because this is gen-

erally a disease in which the manifesta-

tions are less severe than with a tumor.

One could therefore argue that you

should not be concerned about this dis-

ease unless the manifestations are very

striking. Though we like to uncover mild

disease, which is after all the mark of

a good physician, I think we may in fact

be doing our hypertensive patients a dis-

service if we uncover relatively mild de-

grees of aldosteronism; we are certainly

doing a disservice if we subject the pa-

tient to surgery without proving that in

fact he may have bilateral hyperplasia.

Fortunately, the clinical problem is prob-

ably less bothersome because we can treat

patients successfully with spironolactone.

So if one has a patient with aldoste-

ronism, whose manifestations are either

so mild or who has other reasons not to

be subjected to surgery, I think the phy-

sician can very safely continue that pa-

tient on chronic medical therapy without

the need for surgery.

Now these patients are relatively un-

common. The problem of the one who has

“essential” hypertension and low renin is

much more common. We looked at this

question first in 1967, and to our surprise

a certain number of hypertensive patients

did not show a response of plasma renins

with one or another of the maneuvers
which normally raise renins. This had

been described earlier by Dr. Helmer using

a very crude bioassay procedure in the

early 1960s.

Experience over the last 10 years from

many different series shows an overall
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incidence of about 25 to 30 percent of

all essential hypertensives to have sup-

pressed renins. The mechanism of this

suppression of renin remains unknown

and is a very intriguing problem. There

are many features suggestive of mineralo-

corticoid excess, but other features are

against that possibility.

A recent paper by the Vanderbilt group

describes a new mineralocorticoid in

low renin hypertensives. It is an an-

drogen metabolite, 16-beta-hydroxy-dehy-

droepiandrosterone. This steroid is pres-

ent in small amounts in most people, but

was found by these workers in excessive

amounts in patients with low renin.

At the moment I would say the majority

of these patients probably do not have an

identifiable mineralocorticoid and they do

not have the clinical features of mineralo-

corticoid excess. They appear to be vol-

ume expanded but not necessarily due to

the presence of a specific type of salt-re-

taining hormone. They do tend to respond

better to diuretics, and for that reason

there is some value in knowing what the

renin is in hypertensives. But the big-

push about knowing the renin levels came
from the paper from Dr. Laragh’s lab-

oratory in which patients were character-

ized into low, normal, and high renins and
then were examined for the frequency of

various vascular complications, specifical-

ly strokes and heart attacks.

In a 7-year period they found no strokes

or heart attacks among the low renin hy-

pertensives whereas those with either nor-

mal or high had about the expected num-
ber of 11 to 14 percent. This then has
been taken up as indicative of protection

against vascular complications in patients

with low renin hypertension. But our ex-

perience and that of many others do not

confirm the Laragh hypothesis. No one
would argue that high renin hypertension
is worse, but that’s because of the nature
of the disease. Either it’s malignant hy-

pertension or severe renal vascular hyper-
tension which causes an accelerated type
of vascular damage.

A high or perhaps a normal renin may
be an additional risk factor but it’s only

one of many that one has to take into ac-

count. The presence in itself of a low

renin is perhaps nothing more than a

marker that the patient does not have a

severe type of vascular disease accom-
panying hypertension.

Now let’s turn to the problem of Cush-

ing’s syndrome. Some patients with Cush-

ing’s and hypertension have these condi-

tions due to the use of exogenous adrenal

steroids. There are some steroids that do

not cause salt retention, such as dexa-

methasone, which certainly should be used

in patients if they are kept on steroids

for long periods. Prednisone, by far the

most commonly used adrenal steroid, does

have a salt retaining effect (although it’s

less than cortisone) and is certainly

capable of causing hypertension. Perhaps

25 percent of patients who are kept on

steroids to the point of becoming Cush-

inoid in their appearance will develop sig-

nificant hypertension. Much of the prob-

lem of exogenous steroid-induced hyper-

tension and other complications can be

resolved by the use of the alternate day
mode of therapy. If a patient’s clinical

situation can be controlled with alternate

day steroids, fewer side effects occur in

such patients than if they’re given repeti-

tively each day.

The majority of patients suspected of

having Cushing’s are obese women with

trunkal predominance, hirsuitism, back-

ache, and hypertension. Most of these do

not have Cushing’s. They are simply

obese, hypertensive, hirsute, middle-aged

women with backaches. Fortunately, it’s

simple enough these days to exclude the

disease by doing an overnight plasma sup-

pression test with a single 1 mg bedtime

dose of dexamethasone. The overwhelm-

ing majority of patients who do not have

Cushing’s will show a distinct suppres-

sion of plasma cortisol, whereas patients

who have Cushing’s stay up. This single

plasma steroid analysis done after a bed-

time dose of dexamethasone has worked
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out with about 98 percent accuracy to

exclude the possibility of Cushing’s.

Now as to pheochromocytoma, the third

kind of endocrine hypertension, it would

be nice if all patients with pheo would

fit the classic pattern of wildly fluctuat-

ing paroxysms of hypertension, inter-

spersed with some periods of postural hy-

potension. But only about half do. There-

fore, one has to consider pheochromo-

cytoma in patients with manifestations of

sustained hypertension if they at the same

time have one or more of these findings:

spells with headaches, sweating and pal-

pitations, the presence of diabetes, pos-

tural hypotension, hypermetabolism with

obvious weight loss, and psychic changes.

These patients deserve some type of a

screening evaluation for pheo. There are

two clinical situations where pheo should

also be more thoroughly considered. One
would be the presence of neurofibromata

and cafe au lait spots (von Reckling-

hausen’s neurofibromatosis)
;
and the other

is the presence of neuromas on the lips

and tongue as part of the multiple endo-

crine adenomatosis syndrome. In these

two clinical situations, pheos may be pres-

ent in as many as 10 percent of patients.

The majority of patients, with spells

involving sweating, nervousness, tachy-

cardia and headache, do not have a pheo.

Most of them are having anxiety reac-

tions, menopausal hot flashes, or some-

thing else and not pheo. It’s usually nec-

essary in such patients to have some
simple procedure available to make the

distinction. We are now doing this with

the normetanephrine—metanephrine as-

say which is 97 percent positive in pa-

tients with pheo but only very rarely posi-

tive in those without pheo. We do not do

either Regitine or histamine tests any

more in such patients. If the metaneph-

rine procedure is abnormal, we then assay

the urinary free catechol. We are now
performing the metanephrine assay on

single spot voided urine samples, without

having to go through 24-hour collections

and with no concern for diet or the in-
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take of any medications other than for

monoamine oxidase inhibitors. Certainly

I would hope that no hypertensive would

be on MAO inhibitors anyway. None of

the antihypertensive drugs that we use

interfere with the metanephrine-nor-

metanephrine assay, and we can do it in

the presence of whatever the patient is

eating. I’m not sure if metanephrine in a

spot urine will be elevated at all times in

a patient with pheo, because these pa-

tients may have episodic hypersecretion;

but in the small number that we’ve looked

at through various times of the day, we
have found that their excretion stays high

at all times. There’s only one thing that

can give interference with this assay: The
presence of the x-ray contrast (methylglu-

cosomine) that is used for IVPs. There-

fore, we do the metanephrine spot test be-

fore putting the patient through anything

in the way of radiographic procedures.

In summary, extensive workups for

these major types of endocrine diseases

are, relatively speaking, rarely going to

be needed for patients with hypertension.

When there are clinical, historical and

initial laboratory features suggestive of

the need for additional diagnostic work-

up, most practitioners have the ability to

do the majority of the things that are

necessary to at least come to a fairly firm

decision as to whether the patient has an

endocrine abnormality. If they do, the pa-

tient should usually be referred to a place

where there are people who have the

techniques and knowledge to handle such

patients; but I would think that those are

going to turn out to be very infrequent

indeed. For the overwhelming majority

of hypertensive patients, your simple clini-

cal judgment and the use of readily avail-

able, simple diagnostic procedures should

be all that are necessary to rule out the

presence of such endocrine factors for hy-

pertension.

Dr. Garbus: Thank you Dr. Kaplan.

I’d just like to ask one practical point

That is, with all of the talk about renin

assay, just what role does it play in the
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office evaluation, whether it’s for diag-

nostic or for therapeutic evaluation?

Dr. Kaplan: For a while, I was sug-

gesting to our house staff that they get

a renin on every patient when he first

comes into the clinic or the emergency

room so that we’ll have some idea of his

level. The trouble with that is there are

so many things affecting renin levels,

from the diet to the medications, to the

use of birth control pills, to their physical

activity and to the time of day, that such

spot assays for renin activity turn out to

be virtually worthless. They are so often

misleading that it’s a sort of diagnostic

mischief to perform them. For that rea-

son I would say today, unless you’re do-

ing some type of clinical research project,

I would do a renin study only if there

are reasons to suspect renal vascular dis-

ease or primary aldosteronism, in the first

situation looking for high, and in the sec-

ond looking for low levels. But for the

overwhelming majority of patients, I find

no valid reason to perform a renin assay

as part of the workup.

Question: I wanted to ask Dr. Kap-
lan if he feels that the age of the patient,

especially a young person, determines the

type of evaluation he should receive. We
examine a young person in our office

and clinically we think it’s essential hyper-

tension. The chemistry profile is normal;

potassium is normal. Often, in the litera-

ture, it’s suggested that we really go into

a detailed workup of this patient. What
are your feelings about this, Dr. Kaplan?

Dr. Kaplan: The endocrine types of

hypertension are not more frequent among
young patients. But for the patients that

Dr. Kirkendall reports, I think that’s a

different situation. The renal types of hy-

pertension would probably be more in-

tensively looked for, the younger the pa-

tient and the more severe the hyperten-

sion.

Dr. Langford: There are two little

points that I’d like to make. One is that

the VMA screen used in many hospitals

may be inaccurate. I’d like to talk in

terms of specificity and sensitivity. The
usual kit in the usual hospital is not spe-

cific and may be too sensitive. Secondly,

the overnight dexamethasone is a lovely

test with one exception: if you do it on

the first night of admission to the hospi-

tal, you may get a number of false posi-

tives. We’re able to shake them up so

much that we can’t suppress them with

dexamethasone; and it’s better done on

the outside than it is inside the hospital.

Dr. Kaplan: It’s a further reason not

to hospitalize a patient for a workup for

hypertension. It’s poor medical practice

to do that in most instances.

Dr. Garbus: I think these are some

very practical points and it certainly will

reduce the expense for your patients and

for the general high cost of medical care

that we’re experiencing now. We hope

that these practical points will help us all

in our evaluation, both in academic circles

and in private practice.
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The Office Hypertensive*

J. W. WILSON, JR., MD
Shreveport

THIS discussion will review some of

the problems we are faced with in

the management of the ambulatory hy-

pertensive patient in the private prac-

tice of the internist. I believe that man-
agement of hypertension in private prac-

tice is similar in many respects to the

protocols established in academic cen-

ters engaged in clinical research.

The cases presented today are some-

what anecdotal and are based on the

day-to-day experience in the private

practice of our four-man group. There

are no “matched controls” and at times

documentation may appear rather sketchy.

Even though hypertension is a very sig-

nificant part of our practice, it may not

be the presenting complaint and usually

is only one of several problems in the

overall management of the patient.

I reviewed the charts on 100 consecu-

tive new patients. They reflected a fair-

ly accurate mix of our patient popula-

tion relative to age, sex, and race. Thir-

ty-six patients had hypertension listed

as one of their problems. An additional

six had at least one blood pressure re-

corded at 140/90 or above during ini-

tial evaluation
;
but these patients were

not listed as hypertensives since subse-

quent readings were normal.

Reviewing these charts reemphasized,

to me, the continuing problem regard-

ing the considerable blood pressure

variability in many office patients on

serial determinations.

* Originally presented at the conference “Cur-

rent Concepts of Clinical Hypertension,” spon-

sored by the Orleans Parish Medical Society,

the Division of Continuing Education and the

Department of Medicine of Louisiana State Uni-

versity School of Medicine—New Orleans, and

the CIBA Pharmaceutical Company.

Dr. Wilson is a clinical assistant professor of

medicine, Louisiana State University School of

Medicine in Shreveport.

December, 1975—Vol. 127, No. 12

A typical patient illustrating this is

a 35-year-old Caucasian man who com-
plained of “dizziness and numbness.”
Anxiety and hyperventilation were ob-

vious problems. His blood pressure, in

the course of about 20 minutes, ranged
from a high of 160/110 to a low of

142/84.

It has been our experience that this

is not an unusual occurrence and that

there is considerable variation of blood

pressure readings from minute to min-

ute and from observer to observer. Un-
less such variations are taken into con-

sideration, it is bound to introduce large

errors in the evaluation of the hyper-

tensive patient. I believe this also needs

to be taken into consideration when the

literature is perused on the subject.

Another point that has impressed us

has been the long-term variability in

the severity of hypertensive disease

noted in practice with the opportunity

of seeing patients over many years.

A young man I have been seeing since

1957 was normotensive until 1966 when,

during a period of emotional stress, he

became significantly hypertensive. He
also developed hematuria. We were

studying him for hypertension and while

these studies were pending, he devel-

oped ureteral colic and passed a stone.

Hematuria was attributed to this, and

no further studies were done. However,
over the next several years he was sig-

nificantly hypertensive and required

regular medications. Because of side

effects, he discontinued the medications

on his own and was not seen for two
or three years. Subsequently, when he

returned he was only mildly hyperten-

sive. At the present time he requires

only a thiazide diuretic for control.

Another patient was seen this past

summer with a blood pressure of
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240/150, seizures and headache. Di-

agnosis was hypertensive encephalop-

athy. She was hospitalized and treated

intensively. Upon discharge, she was
given medications; and she responded

fairly well. However, on her own she

discontinued taking the medications.

When seen recently, her blood pres-

sure was 150/90.

The literature in the past 15 years

has emphasized secondary forms of hy-

pertension with potentially correctable

causes. In our practice, the presence, or

at least the diagnosis, of remediable

hypertension is quite rare. Influenced

by literature on the subject and re-

flecting current feeling, we did “hy-

pertensive workups” on many of our pa-

tients usually in the hospital and in-

volving, in addition to the routine

studies, intravenous urography, urinary

catecholamine levels, frequently renal

artery arteriography. Regitine/hista-

mine tests, and occasionally renal vein

renin levels. This practice has been

largely discontinued. To study our ex-

perience with such procedures, I went
back to 1969 and reviewed 62 patients

who were hospitalized primarily for

hypertension. In this group none was
found to have a pheochromocytoma

;

none was found to have aldosteronoma

;

and two were found to have renovascu-

lar hypertension. It is the cumulative

experience of our group with large num-
bers of similar patients that has led us

to abandon extensive diagnostic work-
ups for hypertensive patients except un-

der special circumstances. Although in

our four-man group we see between
400 and 500 new hypertensives a year,

our instances of diagnosed secondary

hypertension is quite low. We haven’t

diagnosed anyone with a pheochromo-
cytoma. We see less than one case of

aldosteronoma a year. We recognize

two or three clinical instances of reno-

vascular hypertension a year and a simi-

lar number due to endocrine causes. We
think that there are a significant num-

ber of hypertensive patients who have
parenchymatous renal disease

; but we
cannot adequately document this.

Our conclusion is that the present

methods available for detecting secon-

dary hypertension are largely imprac-

tical for use in ordinary clinical studies

because of their expense, complexity,

occasional morbidity and extremely low
yield. We have also been impressed
with the fact that the diagnosis and cor-

rection of secondary factors do not ne-

cessarily lead to the abolition of hyper-

tension.

This is illustrated by a patient we saw
several years ago. She was studied in

another center and had well-documented
renovascular hypertension. She had a

“renal artery bypass”. The results were
good, and she was essentially normo-
tensive for quite some time. However,
I learned from the physician now car-

ing for her that she is again hyperten-

sive and requires about as much medi-
cation as she did before.

It is apparent that the detection and

correction of factors responsible for sec-

ondary hypertension do not necessarily

guarantee optimal clinical results in the

control of blood pressure. Partially with

this in mind, we have felt more in-

clined to treat hypertensives and not

to be too concerned about the possible

presence of secondary hypertension ex-

cept in special situations.

Another factor that I am sure is op-

erational in the treatment of hyperten-

sion is that the physicians tend to be

influenced in their choice of therapy by

the way their patients feel. The patient

who comes in and says “I feel fine,”

with a blood pressure of 160/95, is less

likely to have changes in his medication

than the patient who has multiple com-
plaints and has the same or slightly

lower readings.

The management of the hypertensive

patient is frequently an extremely com-

plex situation involving a good deal

462 J. Louisiana State M. Soc.



OFFICE HYPERTENSIVE—WILSON

more than the pharmacologic manipula-

tion of the blood pressure level.

This is illustrated by a patient in his

40s who has been under our care for

several years. He has a strong family

history of hypertension, is 30 to 40

pounds overweight, smokes two pack-

ages of cigarettes a day, gets little ex-

ercise and has a “high pressure” job.

In 1971, blood pressure was 190/120.

He received a variety of medications,

but has had complications from most
of them. Thiazides elevated uric acid,

and he developed gouty symptoms. He
was depressed when taking reserpine.

On guanethidine he had severe postural

hypotension and impotence. At the pres-

ent time he is on veratrum and is doing
fairly well, although the degree of blood

pressure control is not optimal with

diastolic pressures in the range of 95

to 100. We have, however, been able

to get him to lose weight and cut down
on alcohol intake and tobacco use con-

siderably. He is exercising more, and al-

though his blood pressure control is sub-

optimal, his overall situation is some-

what improved.

Conclusions

The management of hypertension

makes up an extremely important part

of the practice of internal medicine.

Considerable variability on serial

blood pressure determinations makes
the accurate evaluation and classifica-

tion of hypertensive patients difficult.

There is a considerable variability in

the long-term severity of hypertensive

disease.

Secondary hypertension is relatively

rarely diagnosed in practice by the

methods currently available and when
specific factors are identified, their cor-

rection does not necessarily lead to op-

timal blood pressure control.

The management of hypertension in

practice is a complex problem involving

many aspects of a patient’s physical and
emotional makeup.
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Drug Therapy of Hypertension:

Efficacy and Cost*

HERBERT G. LANGFORD, MD
Jackson, Mississippi

I
N THE TREATING of the hyperten-

sive patient you are entering into

something which is, according to our

ideas, a little more permanent than mar-
riage seems to be in America today.

Treating the hypertensive is forever and
ever, so I do like to ask at least several

times—are they hypertensive ? And
from a practical point of view—where
do we draw the line? Well, it’s a very

difficult thing and I’m not going to tell

you exactly.

I would prefer for the modest hyper-

tensive to have at least two if not three

office visits before making the decision.

Take at least two blood pressures each

visit, average these out and look at them.

Anyone with a diastolic above 95 mmHg
I’ll treat. Somewhere between 95 and
90 diastolic, I’ll debate about them. It

will depend on the person and as said

earlier, other risk factors enter into the

decision.

The hypothetical assistant vice-presi-

dent of a bank who’s averaging out 93

on diastolic, but has a pack and a half

of cigarettes a day and 270 mg percent

cholesterol is more likely to be given

my kind of pill than his wife. She
doesn’t smoke, her cholesterol is 180

and she plays tennis four times a week.
She may be able to get by without ther-

apy.

It’s a difficult question and I don’t

know that I will always be consistent.

* Originally presented at the conference “Cur-

rent Concepts of Clinical Hypertension,” spon-

sored by the Orleans Parish Medical Society,

the Division of Continuing Education and the

Department of Medicine of Louisiana State Uni-

versity School of Medicine—New Orleans, and

the CIBA Pharmaceutical Company.

Dr. Langford is a professor of medicine and

Chief, Endocrinology and Hypertension Division,

University of Mississippi School of Medicine.

I’ll bet I wouldn’t call it the same way
every time. I don’t pay too much at-

tention to whether I think a person is

going to be “a good patient” or not “a
good patient.” Because I think that if

we work with them, everybody can be-

come a good, faithful patient. Another
problem about the care of hypertension

is all the trouble required to return re-

peatedly to our office. For the initial

evaluation, yes. They should go through
that. But for their coming in repeated-

ly, we’ve got to find an easier way. They
shouldn’t have to spend half the day for

a blood pressure determination and brief

okay or not okay. We’ve got to have a

rapid-in and rapid-out way.

If I make the decision to start ther-

apy, I’m going to start it approaching

100 percent with a thiazide diuretic.

Most of you will too; but let me re-

inforce why I’m going to use that. I’m

not going to use a potent loop diuretic

in the standard person who has a few
glomeruli still working for several rea-

sons but especially for the pragmatic
reason that it isn’t as good a hypoten-
sive agent as a thiazide diuretic. The
loop diuretic washes them out; it’s dra-

matic but it doesn’t drop the blood pres-

sure as well as the thiazides. If I use

almost any other kind of hypotensive

agent other than a diuretic first, it will

drop the blood pressure initially. It will

then lower the filtration pressure to the

kidney. And the renin is going to go up
if you drop the pressure. You will be

filtering at a lower pressure head
;
that

will mechanically cause sodium retention

and so within a very short time you’ve

retained enough fluid to negate the hvno-

tensive effect. Start with the thiazide.

At least 50 percent of patients will
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get to goal blood pressure with a thia-

zide alone. There is a little concept I

want to suggest here. If you’re going

to treat them, try and do some good.

Doctors, unless they do some good, some-

times do bad. The concept of goal blood

pressure, introduced to me by James
Taylor from Boston City, is to decide in

advance what you’re going to aim for.

If you start with a diastolic of 100 or

above, aim for 90, and if you start be-

tween 90 and 100, aim for a 10 mm drop.

At least 50 percent of patients will

reach goal blood pressure on thiazides

alone. The fall is proportional to the

pressure. You will get more millimeters

of drop in somebody who is coming in

with 120 diastolic than you will with 95.

But some of those 120s will get to goal

blood pressure on this one little “cotton-

picking drug.” The cost would be less

than $3 a month. One of my side goals

as I go along is to keep in mind the

total cost and to say when I get above
$10 a month I’m going to come to a lim-

iting factor for almost everybody. Here
we’re still at $3. I’m going to go into a

little detail with the thiazide diuretics

because things really aren’t quite as

simple as one might think with them.

Walter Kirkendall and I had an argu-

ment for two or three years about how
much salt people put out as a rule. I’ve

been going around with jugs in mid-Mis-
sissippi in Hinds and Holmes County, and
we weren’t finding a large salt excre-

tion. Walter Kirkendall had been fol-

lowing his hypertensive patients and he
said that they were putting out lots of

salt.

A study done a number of years ago
by Drs. Fallis and Ford is still valid,

and further clarifies the sodium prob-

lem. Patients were on 100 mEq (7

grams) sodium, 50 mEq K, and 100 mg
hydrochlorothiazide, and their blood

pressures dropped. They showed a mean
drop from 132 to 112. The potassium

dropped significantly also. Another

group had patients on 100 mEq sodium,

50 mEq of potassium and 50 mg of hy-

drochlorothiazide. They had no blood

pressure drop and no potassium drop.

Another group shows what happens

with 50 mEq sodium, 100 mEq potas-

sium and 100 mg hydrochlorothiazide.

The blood pressure drops nicely; the

potassium drops very little. This is a com-

pletely acceptable regimen, except per-

haps from the patient’s standpoint. But
it was interesting that given 50 mEq so-

dium, 50 mEq potassium, and 50 mEq
hydrochlorothiazide, there was very

little negative potassium balance
;
and

the blood pressure dropped just as well

as on the previous ones. I know quite

well that we can’t expect our patients

to stay on a 50 mEq sodium diet. That’s

a moderately miserable 3 1/2 gram so-

dium chloride diet. But you see, even at

100 mEq, you’re beginning to knock off

the hypotensive effect. When they are

getting up to around 200, or 250 mEq
Na (14 gms or more NaCl) you are at

the level where you’ve got to go way up
on the thiazide dosage and begin to pro-

duce potassium depletion. And to me
this is the major problem in the clinical

management of hypertensives now.

The moral I end up with is continue

to talk to the patients about their so-

dium intake, but don’t make them miser-

able. If they aren’t responding, mea-

sure their urinary sodium excretions. I

learned to do this from Dr. Kirkendall

for none of us can really tell how much
we are taking in. A PhD clinical bio-

chemist, whom I work with, thought he

was on a sodium restricted diet and
wasn’t responding well. I had him on

a pot of pills, and he turned out to be

putting out 15 or 16 grams of salt a

day. If they aren’t responding, measure
the 24-hour urine.

The next thing that I will do if I

can’t get them all the way down with

thiazides is to add reserpine. There are

a couple of good reasons. With thia-

zide and reserpine, we get at least 80

percent at goal level. You still are at
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one pill a day. You know about all the

compliance studies, the more pills a day,

the poorer your compliance. Surely re-

serpine may produce depression, and

you’ve got to keep on talking to your

patients with a sensitive ear if you have

them on this. I do give it with less fre-

quency in a man somewhere near the

declining part of the curve. I think you

can give it to a 25-year-old and knock
his libido down; but he can’t tell the dif-

ference. His libido is above his grati-

fication anyway, and a 50 percent re-

duction doesn’t affect him at all.

What about carcinoma of the breast?

We have all seen these or heard of the

reports from the Boston Collaborative

Group, from the group at Oxford, and

the group in Finland about the associa-

tion of reserpine therapy with increased

carcinoma of the breast. What they

found was an increased frequency of

reserpine users in patients with carci-

noma of the breast. I have to say that

this may be so. However, the bright

statisticians and epidemiologists with

whom I work have carefully reviewed

the story, and they feel that there is a

fairly good chance that it isn’t so.

There’s some chance that there’s a real

relationship between hypertension and

the prevalence of carcinoma. Fibroids

of the uterus, and hypertension show a

statistically significant relation. That’s

a possibility. The patient on chronic

treatment is probably going to have an

increased detection rate of carcinoma

of the breast. And I think this may be

the real explanation. In any event, I

think if it acts, it has to act through a

very long time.

I think that we can wait three months,

or six months, until more data are avail-

able before we have to make our de-

cision on this terribly important thing.

For the moment, I’m keeping patients

on therapy and starting them if it’s in-

dicated. Now, if we use this, we’re still

under $3 a month and one pill a day.

If they aren’t at goal level yet, I add

hydralazine three times a day. The to-

tal cost, whether you do it together or

separately in your three pills or what
have you, is still $7.50 a month. The
major side effects are quite rare. Mea-
sures that we’ve used so far on the

whole have been responsible for an-

other 8 to 10 mm lowering in pressure.

Alternatives—I’ll add methyldopa,

and I have lack of enthusiasm for this

drug. It certainly works very well at

times. I wish I could pick out those in

whom it works so effectively. A lot of

patients have lassitude, malaise. They
do get depressed. They do get effects

on libido. I think it has a lot of the

reserpine-like effects, plus hemolytic

anemia and drug fever. It’s good, but

I think it ought to be fairly far down
the line of when to add it. Now, Dr.

Laragh would start with propranolol

;

he would start with this without any

diuretic in the normal, high-renin pa-

tient. I don’t take this approach. It

would be an argument for measuring
renin and then going ahead. But the

prediction from renin levels, how well

they’ll respond to thiazide vs. propran-

olol, is not very good. It’s a two-out-of-

three prediction either way. You’ve got

to take propranolol at least three times

a day. If they weren’t low-renin pa-

tients initially (which he says do not

respond) they will be made normal or

high-renin patients by the diuretic
;
and

if you need the propranolol, you will

then set the biochemical milieu for their

response to this.

It’s a very good drug, and patients

who respond to this do so to a drug that

doesn’t sedate, doesn’t interfere with

erection, doesn’t cause diarrhea and
doesn’t cause postural hypotension.

Some people don’t respond at all. But
when you have to go to three-times-a-

day therapy, this has to be considered

very, very seriously. Incidentally, the

diuretic— propranolol— hydralazine is

also a very great combination for the

severe patient.
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I think guanethidine is an under-used

drug. I think that the reason that it’s

an under-used drug is that all of us in

our house staff days and our attending

days waited to give this to the very

sick patient in the bed with terribly

severe hypertension. We filled them
full of this drug that blocked autonomic

reactivity. Then we got them up and

they fell in the toilet and cracked their

heads; and we blamed it on the drug.

When it’s added to the ambulatory pa-

tient after the thiazide and reserpine

and you give them some warning about

this, I think they get along very, very

well. In a study in the British literature

of guanethidine vs. methyldopa for

comparable hypotensive effects, guan-

ethidine beat methyldopa in patient

preference. These are moderate and
mild hypertensives. I’m not going to

say anything at this time about the kind

of thing that the house staff would
really like to talk about, the therapy

of the severe, the malignant ones. That’s

all fine but it isn’t where the action is

most of the time. The action is seeing

all these people, keeping them on ther-

apy, starting the therapy, and— I should

have said this earlier—slow enough so

that you don’t make them sick. When
I start patients on the thiazide diuretic,

I warn them of malaise. If they feel

bad enough, they get permission to stop

therapy for two days and restart on

half the dose of what I previously had
given. This way I don’t get the early

dropouts. If I keep my ears sensitive

to their side effects, I don’t get the late

ones. If they forget to come to the

clinic, I think we ought to drop them a

note. Lastly, I’d emphasize again, you
have to figure out a way once they are

controlled to get them in and out and
not spend half a day at it.

Dr. Garbus: Certainly the efficacy

and cost of the drug therapy for high

blood pressure are very important points

for all of us. Are there any questions

at this point for Dr. Langford ?

Q. I’d like to ask if you would say

a few words about some of the newer
antihypertensive agents which have
come out in the last year. There are

some coming out in six months or so.

Dr. Langford: Well, Catapres has had
a long, long history in Europe. A num-
ber of investigators have had it here,

and as I talk to the various ones who
have been using it, I’ve received varying

stories. I look forward to seeing about

that. I certainly think it would be con-

venient and neat for propranolol to be

officially approved as a hypotensive

agent. Minoxidil, that terribly potent

agent, is a great thing for the severely

ill, hospitalized patient. A shorter-act-

ing drug of the guanethidine series is

on its way out. I told a representative

of that drug company it was probably

a good thing because I thought guan-

ethidine had an undeserved bad press,

and if something came out under an-

other name and did the same thing,

it might sell well. This would be be-

cause we wouldn’t be presensitized

against it.

Q. Would you say something about

the use of Dyrenium along with the use

of the thiazide.

Dr. Langford: The use of spironolac-

tone along with the thiazide is certain-

ly a worthwhile thing as long as we do

remember that it may grow a bit ex-

pensive
;

it knocks libido down a bit and
can cause menstrual irregularity or post-

menopausal flooding. I think it is a

very good drug combination, and I do

use it when I’m having difficulty with

hypokalemia. I don’t go to it originally

because I feel very strongly that if I

can give a drug once a day, I’m way
ahead. My interpretation of Dyrenium,

Dyazide, etc., is that they are inferior

to spironolactone. I base this on one

study done either in St. Vincent’s Hos-

pital or Miseracordia where they deter-

mined the effects on total body potas-

sium from various ways to take care of

this. Large doses of Slow K, a kind of
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oral potassium, could completely block

the potassium depletion of thiazides

and completely replete them. Inciden-

tally, the average patient taking an aver-

age diet gets an 18 percent reduction

of total body potassium. Spironolactone

brought it up half the way and the

Dyazide didn’t do anything at all to it.

We don’t treat whole body potassium;

but this has made me rather unenthu-

siastic about it. I have an idea it may
not work on the gut secretory mecha-

nism of potassium. So what I’m really

saying is that I do not have terribly

well-founded prejudices against this

specific potassium-sparing agent.

PRIVATE PRACTICES IN

SOUTHERN LOUISIANA

Associate practices in general

practice, internal medicine,

urology, radiology, and anes-

thesiology. Attractive income

guarantees. No tee. Not an

employment agency.

Please send C.V. to

SANFORD SMITH

Director of Physician Planning

Hospital Management Corporation

P. O. Box 9836, 909-A Federal Road

Houston, Texas 77015

713/455-1761

AFTER

YOU LEASE A CAR,

IT'S TOO LATE TO LEARN
_ ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever-

growing list of accounts is ample testimony that our lease agreements

are ideally suited for the individual’s needs. We offer the type of

service you expect and deserve.

Could we give you more information about automobile leasing?

NAME.

ADDRESS.

CITY

TELEPHONE.

. STATE. ZIP.

1535 POYDRAS • Across from Suoerdome
NEW & USED CAR SALES • 522-6611

Showroom open 8am - 9 pm Mon.-Fri. and 8 to 6 Sat
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One Shell Square • New Orleans, La. 70139 • 504/581-5581
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Faint Visualization of the Gallbladder

VISUALIZATION of the gallbladder

is one of the most common, most
useful, and most reliable of all radio-

graphic examinations. This “visualiza-

tion” is achieved by giving the patient

an iodide compound which is concen-

trated in the gallbladder after being

absorbed from the intestinal tract and
excreted in bile by the liver. Depend-
ing on the amount of iodide finally en-

tering the lumen of the gallbladder and
depending also on the functional abil-

ity of the gallbladder mucosa, varying
concentrations of iodide result.

This variation in the concentration of

iodide in the gallbladder determines the

opacification that is seen in radiographs.

If the concentration is good, the gall-

bladder appears opaque in radiographs;

if the concentration is poor, the opacifi-

cation is faint.

Faint visualization of the gallbladder

leads to errors in diagnosis more fre-

quently than any other factor in the

examination.

Case Report

An obese 64-year-old businessman from Lou-

isiana was seen in October of 1965 because of

symptoms related to known inguinal hernia and

prostatism, as well as other symptoms suggest-

ing duodenal ulcer. Physical examination con-

firmed the presence of a reducible inguinal her-

nia and a large, but soft, prostate gland which

was producing moderate urinary retention. Ex-

cretory urogram confirmed the presence of

smoothly enlarged prostate. Gastrointestinal se-

ries showed a 6 cm hiatal hernia with reflux, but

no evidence of peptic ulcer. Cholecystogram on

From the Department of Radiology, Ochsner
Medical Center, New Orleans, Louisiana.

Reprint requests to Dr. Seymour Ochsner, 1514

Jefferson Highway, New Orleans, Louisiana

70121.
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SEYMOUR FISKE OCHSNER, MD
New Orleans

October 11 was reported: “Function within lower

limit of normal. No stones.” (Fig 1). Believing

it was not diagnostic because of poor concentra-

tion, the internist requested another examina-
tion. This report of October 15 read: “There is

a large gallbladder which concentrates the me-
dium fairly well today and contains a single

radiolucent stone of 2 cm size.” (Fig 2). Ap-

Fig 1. Faintly visualized gallbladder. No
stones could be seen.

Fig 2. Better visualization on repeated ex-

amination. Now a large solitary radiolucent gall-

stone is seen.
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propriate medical treatment resulted in diminish-

ing symptoms. Operation was recommended after

satisfactory control of excess weight.

In this instance an incorrect diagnosis

was made on the basis of an examina-

tion that should have been considered

inadequate. When tempted to draw a

conclusion from a radiographic exami-

nation that is basically not diagnostic,

the physician runs an unnecessarily high

risk of being wrong. It is far better to

recognize the inadequacy of the first

examination and to recommend another

one. Frequently, the prompt perfor-

mance of a repeated gallbladder ex-

amination will result in a definite and

correct diagnosis.

Across the
street,

but
worlds away

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We've catered

to our distinguished guests

"from across the street” for a

good many years now. . . and
we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.
For reservations, call 524-0581

The Pontchartrain
Hotel

“Where dining in the Caribbean Room
is only one of your pleasures”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG, President

JEFFREY SCHAEFER, General Manager

Member, Preferred Hotels Association.
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Pseudoventricular Tachyarrhythmia
D. LUKE GLANCY, MD

New Orleans

A 17-year-old boy without prior symptoms of cardiac disease came to the hospital

because of dizziness and palpitations. His electrocardiogram is shown in Fig. 1.

LEAD 2

What is your diagnosis? Elucidation is on page 477.

Bibliography will be furnished on request.
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Doyou feel qualified to

diagnose your

insurance policy?
-

.A.t Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he's diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303



ocioeconomic 'nets

By LEON M. LANGLEY, JR.

Hospitals Have Reacted Unenthusiastically to the Patient’s Bill of Rights issued two

years ago by the American Hospital Association. A recent AHA survey of 6,000

hospitals shows only 30% have taken positive steps to make it available to

patients or staff. Only 9% distribute it to patients. Launched two years ago

amid considerable publicity, the document stipulates patients have the rights

to informed consent, to obtain information from their physicians concerning

their conditions in language they can understand, and to privacy. Hospitals

say they see to these patient concerns anyway and that a written statement

only could put the hospital in legal jeopardy if the rights were not fulfilled.

Women Alcoholics Are Sharply Increasing, now comprising one of every three alco-

holics, according to the Department of HEW. Ten years ago, one of six alco-

holics was a woman. Researchers say the highest incidence of heavy drinking

among females is in the 20-29 bracket. In related development, Dun’s Review
reported that alcoholism is on the upswing among teenagers and is “a parti-

cularly disturbing phenomenon” among children of business executives.

National Enrollment in Health Maintenance Organizations now totals 6.5 million

in 137 plans according to a poll by InterStudy, Minneapolis, Minnesota. West
Coast HMOs account for one-half of the 20 largest plans and 88% of total

enrollment.

One Thousand Children Under Age Five were killed as passengers in automobile

accidents in 1972 and more than 77,000 were injured, reports the August issue of

Pediatrics. ‘‘The vast majority of American children continue to ride in cars

either unprotected or restrained in devices that do not afford effective crash

protection,” the article says.

Increase in Number of Women graduating from medical school is being reflected

in sharp rise in the number of women surgeons, the American College of Sur-

geons noted. ACS Bulletin for September noted that the number of women
surgeons has increased by 17.9% since 1970. Further, it said that while ob-

stetrics/gynecology has traditionally been the surgical specialty with the largest

number of women, between 1970-74 there was a decrease in the number of

women entering this specialty and an increase in the number entering other

surgical fields. Largest increases were in the fields of general surgery and plas-

tic surgery.

Medicare Beneficiaries Will Have to Pay the first $104 of the costs of a hospital

stay, beginning January 1, 1976. This is a 13% increase from the present $92

deductible. The Social Security Administration said the increase is due to rising

costs of hospitalization. The $104 is equivalent to the national average cost for

one day of hospitalization, according to the government. Equivalent increases

were announced for extended hospital care beyond 60 days—to $26 a day—and
for extended nursing home care—$13 a day after 20 days.

C=3E=0
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Did You Know That

RUCKER PHARMACAL CO., INC

Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

In lead 2 (Fig 1) the QRS complexes

are multiform and occur in an irregu-

lar fashion at a rate of approximately

225/min; no P waves are visible. Thus,

atrial fibrillation with aberrant ventric-

ular conduction is the correct diagnosis.

In lead V, the ventricular rate is slight-

ly slower (approximately 200/min), and

all of the QRS complexes have approxi-

mately the same morphology. The un-

wary might diagnose ventricular tachy-

cardia, but the total irregularity of the

rhythm and absence of P waves again

indicate that the correct diagnosis is

atrial fibrillation with aberrant ventric-

ular conduction.

Ventricular rates above 200/min are

somewhat unusual in atrial fibrillation

and raise the question of the Wolff-

Parkinson-White (WPW) or pre-excita-

tion syndrome. When this patient’s

rhythm reverted to sinus, after 1.5 mg
of Digoxin was given in divided doses

intravenously over a ten-hour period, his

electrocardiogram showed the typical

features of WPW (Fig 2) : A short P-R
interval and a broad QRS complex due

to slurring of its initial portion best

seen in lead 2 of Fig 2. Early pre-

excitation of the ventricles via an

anomalous atrioventricular connection

is thought to be responsible for both

the short P-R interval and the QRS ab-

normality, and this connection may act

as a reentry pathway during paroxysmal

arrhythmias.

The WPW syndrome occurs in ap-

proximately 0.15 percent of the popu-

lation, and affects men more frequent-

ly than women. Well over one-half of

the reported patients have suffered

paroxysmal arrhythmias, but because

symptomatic patients are more likely to

have electrocardiograms performed, this

figure could be falsely high. A regular

paroxysmal atrial tachycardia is the

most frequent arrhythmia in these pa-

tients, followed by atrial fibrillation.

When aberrant ventricular conduction

occurs during atrial fibrillation it may
be in the pre-excitation pattern (Fig 1,

lead V,) or of a different form (Fig 1,

lead 2). Patients having this condition

have been treated with drugs (quini-

dine, propranolol, digitalis) for termi-

nating and/or preventing arrhythmias,

with electrical cardioversion for emer-

gency termination of arrhythmias, and
with operative interruption of the anom-
alous atrioventricular connection when
incapacitating recurrences of arrhyth-

mias have not responded to drugs.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money The question is

will you?
Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study. Then if they can't show

you howto save double their fee

in the first fiscal year, they won't

charge you anything,

You've studied a long time

and worked hard, you

deserve a profitable

practice.
\

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS

Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.



Organization ^Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

PULL TABS—NOT DIGESTIBLE!

It seems incredible, but there are more and

more reports of emergency treatment of patients

who have swallowed the “Pop Tops” from cans

of soft drinks and beer.

The reason, it seems, is that environmentalists

have recommended that you drop the tab into

the can, rather than where it becomes litter.

Doctors suggest that you follow that recom-

mendation only as a last resort, since serious

perforations of the esophagus can occur. Chil-

dren, particularly, should never be allowed to

drink from a can into which the tab has been

dropped.

SOME GUIDELINES FOR PRESCRIBERS
OF CONTROLLED DRUGS

1. Keep your prescription blanks in a safe

place where they can’t be stolen easily. Minimize

the number of Rx pads in use.

2. Write Rxs for Schedule II drugs in ink

or indelible pencil or use a typewriter. They
must be signed by the physician.

3. Write out the actual amount prescribed in

addition to giving an Arabic number or Roman
numeral—in order to discourage alterations in

written prescriptions.

4. Avoid writing prescriptions for large quan-

tities of controlled drug products unless you ab-

solutely determine that such quantities are neces-

sary.

5. Maintain only a minimum stock of con-

trolled drugs in your medical bag.

6. Take your medical bag with you when
you’re away from your automobile or lock it in

the trunk.

7. Be cautious when a patient tells you that

another physician had been prescribing a con-

trolled drug product for him. Consult the phy-

sician or the hospital records—or else examine

the patient thoroughly and decide for yourself

if a controlled drug product should be prescribed.

8. Prescription blanks should only be used

for writing prescriptions—and not for notes or

memos. A drug abuser could easily erase the

message, and use the blank to forge a prescrip-

tion.

9. Never sign Rx blanks in advance.

10. Maintain an accurate record of controlled

drug products you have dispensed—as required

by the Controlled Substances Act of 1970 and its

regulations.

11. Assist the pharmacist when he telephones

you to verify information about a prescription

you may have written. A corresponding responsi-

bility rests with the pharmacist who dispenses

the prescription.

12. Phone the nearest office of the Drug En-

forcement Administration to obtain or to fur-

nish information. Your call will be held in the

strictest confidence.

AMA PRESCRIBING GUIDELINES
FOR BARBITURATES

The American Medical Association guidelines

for “Barbiturates and Barbiturate-Like Drugs

—

Considerations in their Medical Use” were pub-

lished in JAMA, December 9, 1974, Volume 230,

No. 10. Along with the statement for considera-

tion in the medical use of sedatives the guide-

lines include ten points to remember when ad-

ministering or prescribing barbiturates. These
are:

1. Use barbiturates and other sedative-hyp-

notics for relief of severe symptoms, but avoid

them for minor complaints of distress or dis-

comfort.

2. Attempt to diagnose and treat underlying

disorders before relying on drugs of this class

for symptomatic relief.

3. Assess susceptibility of the patient to drug
abuse before prescribing barbiturates or any
other psychoactive drugs. Weigh benefits against

hazards.

4. Use dosages that will not lower sensory

perception, responsiveness to the environment, or

alertness below safe levels.

5. Know how to administer bai'biturates when
clinically indicated for withdrawal in cases of

drug dependence of the barbiturate type.

6. Using periodic check-ups and family con-

December, 1975—Vol. 127, No. 12 479



ORGANIZATION SECTION

A powerful lot of people

have been saving at

Eureka since 1884

See Eureka for Home Loans

sultations, monitor possible development of de-

pendence in patients who are on an extended

sedative-hypnotic regimen.

7. Prescribe no greater quantity of a drug

than is needed until the next check-up.

8. Warn patients to avoid possible adverse

effects because of interactions with other drugs,

including alcohol.

9. Counsel patients as to the proper use of

medication, eg, follow directions on label, dispose

of old medicine no longer needed for medical

reasons, keep medicine out of reach of children,

do not share prescription drugs with others.

10. Convey to patients through your own at-

titude and manner that drugs, no matter how
helpful, are only part of an overall plan of

treatment and management.

HARRIS COUNTY MEDICAL SOCIETY
(TEXAS) GUIDELINES FOR PRESCRIBING
AMPHETAMINES AND BARBITURATES
The DEA encourages and supports the con-

cept of self-regulation and voluntary compliance.

This includes the adoption of prescribing guide-

lines by the various regulated professions which

address themselves to problem areas not directly

covered by regulations. DEA recognizes the need

to have professional controls which go beyond
the letter of the law rather than seek additional

controls and regulations. The guidelines adopted

by the HCMS are an example of the kind of sup-

port the professions can give DEA.

Amphetamine Guidelines

:

1. Recommend total ban on prescribing am-
phetamines and methamphetamines except in

clearly recognized conditions where these drugs
are indicated: narcolepsy and selected cases of

hyperactive and brain damaged children.

2. Each physician is asked to examine in-

dividual prescribing practices to insure that all

prescription orders for drugs with an abuse po-

tential are written with caution.

3. Physicians should counsel patients receiv-

ing such medication that potential danger exists

and every precaution should be made to keep

such drug usage to a minimum.

4. Physicians are asked to make specific ef-

fort to insure that multiple prescription orders

are not being obtained by the patient from dif-

ferent physicians.

Statement on Barbiturates, Sedatives and

Minor Tranquilizers for Physicians

The Harris County Medical Society is aware

that information from many authoritative sources

has documented an alarming increase in the abuse

of barbiturates, other sedative and hypnotic

drugs, and minor tranquilizers. Although the

major supply of the drugs being abused comes

J. Louisiana State M. Soc.
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from illegal sources and not physicians’ prescrip-

tions, the Society recognizes that its members
must influence the attitudes of the people of

the county regarding these drugs. It wishes to

reaffirm that these and all other drugs should

only be taken as prescribed and under physician

supervision. Patients should be urged to keep

their doctors informed of all drugs they are

taking and to heed their doctor’s advice as to

whether or not certain drugs are needed in their

treatment.

Physicians in the Medical Society are asked to

obtain detailed drug histories from all patients,

to discourage patients from using barbiturates,

other sedatives and hypnotics, and minor tran-

quilizers if satisfactory alternatives are avail-

able, to prescribe these drugs only when they

are clearly indicated, and to limit sharply the

size of prescriptions, particularly of the inter-

mediate-acting barbiturates (amorbarbital, pento-

barbital, secobarbital, and related drugs alone or

in combination) and of non-barbiturate hypnotics.

While prescribed drugs are not the major
source of supply for abusers, the physicians of

the Harris Medical Society feel that this ap-

proach will help to discourage an attitude prev-

alent amongst many persons that drugs alone

provide the solution to life’s daily problems.

WE TALK MORE, LISTEN LESS,
AFTER A FEW DRINKS

A California psychiatric study has confirmed

what veterans of the cocktail party circuit have

long suspected—after a couple of drinks we
talk more and listen less.

If you have suspected that cocktail party con-

versation consists largely of interrupting your

colleagues with your own thoughts, while paying

little or no attention to what the others are

saying, you’re right, say Robert C. Smith, Eliza-

beth Parker and Ernest P. Noble in a report in

the November issue of Archives of General Psy-

chiatry. The three were with the Department
of Psychiatry and Human Behavior of the Uni-

versity of California at Irvine when they made
the study. Dr. Smith is now with the University

of Chicago.

The research project was carried out with

18 male-female couples, ages 21 to 30, all vol-

unteers. The couples were known to each other

as spouses or close friends. Non-drinkers, very

heavy drinkers or heavy users of other mind-

altering drugs were excluded.

Alcohol was administered as 80-proof Vodka

in peppermint flavored cocktails, two each. Some

of the participants got the peppermint drink

without vodka, and none knew which he was

drinking.

December, 1975—Vol. 127, No. 12

The conversation was then taped and tran-

scribed for study.

“The most consistent effect of alcohol on com-
munication in this study was the increase in the

amount of interrupting or overlapping speech.

There was more overlapping in the alcohol than

in the placebo (non-alcoholic) session, and still

more in the high-dose alcohol session,” the re-

searchers found.

The study was designed to determine effect

of alcohol on social conversation.

Overall alcohol appeared to make social com-

munication more disorganized and intoxicated

subjects seemed less likely to follow conventional

rules of etiquette in their speech. Participants

broke into their partner’s conversations more
frequently, and their responses tended to show
less acknowledgement of what their partner was
talking about, Dr. Smith says.

At the conclusions of each session, the sub-

jects were fed, detained until signs of intoxica-

tion had worn off, and driven home.

o=ac=o

Adolescent Care Unit
350 Crossgates Blvd.

P. O. Box 730

Brandon, Mississippi 39042

(601) 982-8151

A private, in-patient intensive psychiatric

treatment unit for a wide range of nervous,

emotional, mental and personality disor-

ders. Accredited and Licensed. Academic

programs maintained by Educational

Psychologist. The Adolescent Care Unit is

situated in a General hospital less than two

miles from the Jackson Municipal Airport.

C. Mims Edwards, M.D., Barbara Goff, M.D.,

Attending Physician Consulting Physician
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AN OPEN LETTER

TO PHYSICIANS

Many physicians are seeking relief from the ever increasing pressures of medical
practice within the private health care sector. The United States Air Force Medical
Service is offering an alternative form of medical practice to all physicians who
have not reached their 58th birthday. Frankly, we are proud of the quality health

care the Air Force Medical Service provides and would briefly take this opportunity

to present you a challenge to service.

The Air Force physician practices medicine in a collective endeavor with the entire

gamut of medical specialties and the finest trained allied health care professionals.

All United States Air Force Hospitals are accredited by the Joint Commission and
are equipped with the finest medical instrumentation available. Health care is

provided to every patient without regard to the patient's ability to pay. Oppor-
tunities for personal development coupled with the professional challenges make
ours an ideal environment in which to serve. The Air Force physician has more
time for family and personal development in comparison to his civilian counterpart.

The liberal fringe benefits made available to the Air Force physician provide for

secure, predictable and satisfying lifestyle; e.g., 30 days paid vacation annually,

advancement, travel, medical education, professional pay and recreational

opportunities.

Your time is very valuable and thus the brevity of this information offering.

However, you owe it to yourself to consider this alternative medical practice.

Positions are available in primary health care delivery and many medical

specialties. Initial appointment can range in the grades Captain through Lt.

Colonel with a starting salary range from $30,000 - $40,000 (Bonus included)

based on your education, civilian experience and prior U. S. military service.

Assignments are arranged at specific Air Force Medical Facilities and are

guaranteed prior to your commitment.

For further information, contact:

Captain Lloyd Montero, USAF, MSC
AIR FORCE MEDICAL PLACEMENT OFFICE

DET. 309, 3503 USAFRS
4400 Dauphine St., New Orleans, La. 70146

Or Call Collect 504-589-6914
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MEDICAL NEWS

term as Academy treasurer. He previously served

a three-year term on the Board of Directors,

chaired AAFP commissions and committees and

served seven years as a delegate to the Congress

of Delegates. Dr. Schoen also has been active

in training programs for physician assistants, and

holds a teaching appointment in this field at

Indiana University School of Medicine. He re-

ceived his MD degree from Washington Univer-

sity School of Medicine, St. Louis, in 1940.

MINNESOTAN NAMED
AAFP PRESIDENT-ELECT

Dr. Herb L. Huffington, Waterville, Minn.,

was named president-elect of the American Acad-

emy of Family Physicians recently at the closing

session here of the medical group’s Congress of

Delegates. The Congress meets in conjunction

with the AAFP’s Annual Scientific Assembly

and convention.

Dr. Huffington will assume the presidency of

the Academy next year. His tenure will begin

after that of Dr. Carl B. Hall, Charleston, W. Va.,

who became president of the 37,000-doctor or-

ganization in inaugural ceremonies on October 7.

LOCAL DRUGGIST HONORED BY NARD
Salvatore J. D’Angelo, president of Albert &

Wegmann Drug Stores in New Orleans, has been

selected as president-elect of the National As-

sociation of Retail Druggists (NARD) at their

recent convention in Miami Beach. He is the

youngest president-elect in the 77-year history

of the organization.

D’Angelo, a New Orleans native, will auto-

matically succeed William Wickwire of Los Altos,

Calif., as head of the nationwide association of

more than 25,000 drug store owners and phar-

macists. He will serve for the 1976-77 term and
take office in October, 1976 at the group’s meet-

ing in San Francisco .
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MEASLES ERADICATION — ESSENTIAL ACTION

1. Routine immunization of infants at 1 year of age: This

should be the goal of every practicing physician, nurse

and medical clinic.

2. Immunization before school entry: Louisiana law re-

quires immunization or an immunization program in

progress prior to school entry.

3. Surveillance of all measles cases: All diagnosed or sus-

pected measles cases must be reported immediately by

telephone, by physicians, nurses, school teachers or any

other person aware of a case (Call local health department

or State Division of Health, 527-8121).

4. Epidemic search and containment: Epidemiological

investigation and control measures will be initiated

immediately after a case is reported to the health

authorities.

LOUISIANA HEALTH AND HUMAN RESOURCES
ADMINISTRATION
Division of Health

William H. Stewart, M.D.

Commissioner and State Health Officer
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What to Do About Your Brain-injured, Child—
or Your Brain-damaged, Mentally Retarded,

Mentally Deficient, Cerebral-palsied, Emotion-

ally Disturbed, Spastic, Flaccid, Rigid, Epi-

leptic, Autistic, Athetoid, Hyperactive Child;

by Glenn Doman. Doubleday & Company, Inc.,

1974, 291 pages, $7.95.

The title of this book as well as its contents

are reminiscent of the early labels on Lydia E.

Pinkham’s Compound. Glenn Doman, a physical

therapist, presents the view that crawling, creep-

ing, and patterning are corrective for these con-

ditions, all of which he presumes to be caused

by organic brain disturbance. He assumes that

certain levels of development have been skipped

and that the crawling and creeping enable the

child to make up these stages and thus correct

deficiencies in development and organization.

His treatment also includes special sensory stimu-

lation for youngsters with demonstrated sensory

losses of any kind and programs to establish

cortical hemispheric dominance for children with

mixed or incomplete dominance. He describes

the Doman-Delacato developmental profile which
he uses in evaluation.

The book is long on testimonial but lacking

in scientific data substantiating the author’s

claims. It is clear, however, from his accounts

of his clinical work that Glenn Doman is devoted
to the task of helping his child patients become
more independent. He deplores giving up on

brain-injured children and confining them to in-

stitutions for custodial care. His faith in their

ability to respond and his sincere interest in

them are bound to be beneficial even if his

theories of neurological organization prove to

be invalid.

The book is autobiographical, and it includes

many references to the neurosurgeon, Temple
Fay, who introduced Glenn Doman to brain-in-

jured children.

Lillian H. Robinson, MD

Immediate Care of the Acutely III and Injured;

by Hugh E. Stephenson, Jr. Mosby, 1974, 266

pages, $7.50.

I find this book very complete and informa-

tive, even for physicians interested in emergency
care.

It should be required reading for all para-

medical personnel, nurses and medical students.

It contains many first-hand emergency procedures

not usually found in books written for emer-

gency room physicians.

It will prevent embarrassment for first and sec-

ond year medical students, who are expected

—

by lay people 1—to know much more practical

medicine than they do.

I highly recommend it.

V. P. Blandino, MD
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What should a girl, unwed and in need

of help do, when she finds herself

pregnant?

If you will refer her to us— the

Volunteers of America—we will make
certain that she is well cared for and

her baby is given the opportunity for a

healthy, happy life. Our services include

full pre-natal, delivery and post-natal

care in modern, attractive surround-

ings— counseling by trained and com-
passionate professionals and placement

of the infant through adoption, if

desired.

For a confidential discussion, phone
Mrs. O'Brien of the Volunteers of

IMPORTANT INFORMATION: This is a Sched-
ule V substance by Federal law; diphenoxylate
HCI is chemically related to meperidine. In

case of overdosage or individual hypersensi-
tivity, reactions similar to those alter meperi-
dine or morphine overdosage may occur;
treatment is similar to that for meperidine or

morphine intoxication (prolonged and careful

monitoring). Respiratory depression may recur
in spite of an initial response to Naiiine® (nal-

orphine HCI) or Narcan® (naloxone HCI) or
may be evidenced as late as 30 hours after in-

gestion. LOMOTIL IS NOT AN INNOCUOUS
DRUG AND DOSAGE RECOMMENDATIONS
SHOULD BE STRICTLY ADHERED TO, ESPE-
CIALLY IN CHILDREN. THIS MEDICATION
SHOULD BE KEPT OUT OF REACH OF
CHILDREN.

Indications: Lomotil is effective as adjunctive ther-

apy in the management of diarrhea.

Contraindications: In children less than 2 years,
due to the decreased safety margin in younger age
groups, and in patients who are jaundiced or hyper-
sensitive to diphenoxylate HCI or atropine.

Warnings: Use with special caution in young chil-

dren, because of variable response, and with extreme
caution in patients with cirrhosis and other ad-
vanced hepatic disease or abnormal liver function
tests, because of possible hepatic coma. Diphenoxy-
late HCI may potentiate the action of barbiturates,

tranquilizers and alcohol. In theory, the concurrent
use with monoamine oxidase inhibitors could pre-

cipitate hypertensive crisis. In severe dehydration
or electrolyte imbalance, withhold Lomotil until cor-
rective therapy has been initiated.

Usage in pregnancy: Weigh the potential benefits
against possible risks before using during preg-
nancy, lactation or in women of childbearing age.
Diphenoxylate HCI and atropine are secreted in the
breast milk of nursing mothers.

Precautions: Addiction (dependency) to diphenoxy-
late HCI is theoretically possible at high dosage. Do
not exceed recommended dosages. Administer with
caution to patients receiving addicting drugs or
known to be addiction prone or having a history of

drug abuse. The subtherapeutic amount of atropine
is added to discourage deliberate overdosage;
strictly observe contraindications, warnings and pre-
cautions for atropine; use with caution in children
since signs of atropinism may occur even with the
recommended dosage. Use with care in patients with
acute ulcerative colitis and discontinue use if ab-
dominal distention or other symptoms develop.

Adverse reactions: Atropine effects include dryness
of skin and mucous membranes, flushing, hyper-
thermia, tachycardia and urinary retention. Other
side effects with Lomotil include nausea, sedation,
vomiting, swelling of the gums, abdominal discom-
fort, respiratory depression, numbness of the ex-
tremities, headache, dizziness, depression, malaise,
drowsiness, coma, lethargy, anorexia, restlessness,
euphoria, pruritus, angioneurotic edema, giant urti-

caria, paralytic ileus, and toxic megacolon.

Dosage and administration: Lomotil is contraindi-
cated in children less than 2 years old. Use only
Lomotil liquid for children 2 to 12 years old. For ages
2 to 5 years, 4 ml. (2 mg.) t.i.d.; 5 to 8 years, 4 ml.

(2 mg.) q.i.d.; 8 to 12 years, 4 ml. (2 mg.) 5 times
daily; adults, two tablets (5 mg.) t.i.d. to two tablets
(5 mg.) q.i.d. or two regular teaspoonfuls (10 ml.,

5 mg.) q.i.d. Maintenance dosage may be as low as
one fourth of the initial dosage. Make downward
dosage adjustment as soon as initial symptoms are
controlled.

Overdosage: Keep the medication out of the reach
of children since accidental overdosage may cause
severe, even fatal, respiratory depression. Signs of

overdosage include flushing, hyperthermia, tachy-
cardia, lethargy or coma, hypotonic reflexes, nystag-
mus, pinpoint pupils and respiratory depression
which may occur 12 to 30 hours after overdose. Evac-
uate stomach by lavage, establish a patent airway
and, when necessary, assist respiration mechani-
cally. A narcotic antagonist may be used in severe
respiratory depression. Observation should extend
over at least 48 hours.

America in New Orleans (504) 891-7713.

V.

Dosage forms: Tablets, 2.5 mg. of diphenoxylate HCI
with 0.025 mg. of atropine sulfate. Liquid, 2.5 mg. of
diphenoxylate HCI and 0.025 mg. of atropine sulfate
per 5 ml. A plastic dropper calibrated in increments
of ’/2 ml. (total capacity, 2 ml.) accompanies each
2-oz. bottle of Lomotil liquid.

SEARLE Searle & Co.
San Juan, Puerto Rico 00936
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